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Dear pill: 


Your disappointment couldn't have been greater 
than ours when you were unable to come home for the week 
end. Your mother had made one of her famous chocolate 


Bill, 1 think I detect in your letter an jndica- 
tion of those misgivings that every young refractionist 
feels when he starts into practice - I remember I ha 

the same apprehensions ; But if you start right, there 

is nothing to fear in the future. 


Right at this time you have 4 very important step 
to take in the selection of a team—mate , that is, @ supply 
house whose reputation cannot be questioned. your future 

professional reputation depends entirely upon your ability 
and the accuracy with which your prescriptions are filled. 


Your refractive analysis is only 45 good as the 
material and workmanship that interpret it. That is 
why it is so important that you use good judgment in 


As you know, IT chose Riggs many years ago, and I 
have never had occasion to regret it. They have been of 
able assistance to me in many ways, and I have learne 
their standards of quality and 
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ANONYMITY—The man who _ uses 
quality merchandise and fails to iden- 
tify it plays into the hand of no-quality, 
no-name, cheap-price competition. 


REPUTATION—The man who uses 
quality merchandise—identified by a 
reputable protected name—lifts his 
practice above the level of unethical 
competition. 


Unknown Quality Best Quality Best Quality 
No Name No Name Known by Name 


ta =. 
3 
= 
4 
i. 


You are one 
these 


Asa professional practitioner, engaged in 
the correction of human sight, you con- 
duct your practice in a way which you 
think best meets your ideas and ideals. 
Your policy fits into one of three classifi- 
cations. (1) Either you buy on price 
cheap products of questionable or inferior 
quality, and pretend that they are ade- 
quate. You may say, “This is our best.” 
Or (2) you recognize your moral obliga- 
tion to your patients and supply only the 


finest optical products; but unless you 


identify them, all you can say is “This is 
our best.” Or (3) you supply quality 
products, and gain credit and prestige for 
this policy, by identifying and describing 
them. 


Most practitioners do recognize their 
obligation to supply patients with prod- 
ucts of high quality, knowing that only in 
this way can they be assured a growing, 
satisfied clientele. There are, however, a 
sufficient number of unscrupulous prac- 
titioners, who buy on price, to make dif- 
ficult competition for one who conducts 


himself ethically. 


Patients will talk about their glasses. A 
recounting of your service is sure to call 
forth the remark, ‘“‘Why, you could have 
got the same thing five dollars cheaper!” 


Imagine how your reputation suffers if 
your patient can make no answer, how it 
grows if your patient just can seize that 
opening to say, “Oh, but I got genuine 
Orthogon lenses and Loxit mountings” 
—and continue to recite all the ad- 
vantages of this superior merchandise 
which you so carefully described. Your 
prestige and reputation grow by leaps 


and bounds. 


You profit by supplying first quality 


optical products, “‘prescribing by name.” 


(Guarantee 


Impressive certificates 
name, describe and guar- 
antee the products in every 
Orthogon, Panoptik, Ortho- 
gon “D,’”? Nokrome, Loxit, 
Balcor, Soft-Lite and Ray- 
Ban prescription. Be sure 
the patient gets and reads 


“PRESCRIBE. 
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AMERICAN ADDITIVE PHOROPTOR 


Patented and Pat. Pending 


Into the new American Additive Phoroptor, Spencer Lens Company — Pia 
Scientific Instrument Division of American Optical Company — builds these ‘ 
outstanding, exclusive AO features. A corneal aligning device positively assures 
correct positioning of the optical system of the Phoroptor before your patient’s 
eyes. Moreover, this new American Additive Phoroptor features the famed Addi- 
tive Effective Power system of the Tillyer Trial Set. Lens curvatures and thick- 
ness and distances between lenses have been so precisely computed, so accurately 
controlled that your findings on the Phoroptor conform with the prescription. 

So right from the start you may be certain that the combination of this 
corneal aligning device plus the Additive Effective Power system will give you 
a Prescription which will have the same effect on the eyes as the Phoroptor 
lenses at the conclusion of the test. In addition, an ingenious mechanism within 
the instrument adds up the individual lens powers and records the total spheri- 
eal and cylindrical correction on an indicator. No mental calculations are 
necessary. Ask for a demonstration of the new American Additive Phoroptor. 


American Optical Company 
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EDITORIAL NOTICE TO CONTRIBUTORS 


The American Journal of Optometry is a monthly journal, pub- 
lished in annual volumes of about six hundred pages of reading matter 
each, illustrated where necessary, by cuts in the text. 


About one-half of the space is devoted to technical articles, and the 
remaining half is given over to CURRENT COMMENTS, technical edi- 
torials, abstracts and book reviews, all of them original. 


The papers and reports are original and are accepted only with the 
understanding that they are to be published in this journal exclusively. 


The editors of the American Journal of Optometry beg to offer 
the following suggestions to authors who propose to favor them with 
the publication of their contributions. 


I. Write on one side of the paper. Double-spaced, typewritten MS. is 
preferred. 


II. Words to be printed in italics should be underscored once, in SMALL 
CAPS twice, and in LARGE CAPITALS three times. Antique type 
when called for should be so marked. 


III. Be sure that the title of your paper indicates its contents. Should the 
subject be a general one, for instance, Case Reports, it would be well to 
mention the subject of each special report—for instance: Case One. 
Progressive Myopia with Exophoria. Case 2. Divergent Squint with 
Amblyopia. These special titles will appear in the table of contents of 
each number. 


IV. Illustrations should be carefully drawn on separate sheets. 


V. When authors receive proofs for revision, they should correct and return 
these without delay. We beg, however, to remind our contributors that 
changes in the manuscript necessitates resetting, this causing much addi- 
tional expense, so we ask that alterations be limited to what is of essential 
importance. 


VI. Because of the added cost, we have discontinued the giving of gratuitous 
reprints to our authors, but we will supply them with these at the cost 
of press work and paper where so desired. The following tables of 
charges will apply for the year 1940. 


Number 
of Number of Pages in Reprint 
Reprints 4 8* i2* 16* 20* 24* 


100 $4.70 $10.50 $12.65 $14.85 $17.05 $19.80 
250 7.70 17.05 20.35 22.80 24.50 29.45 
500 12.40 26.95 31.35 34.65 36.85 44.00 


Prices for greater numbers furnished on request. Orders for reprints 
should be placed at the head of the manuscript, or should at the latest 
reach us before the Journal has gone to press. 


When sending manuscripts to the American Journal of Optometry, 
lease address the editor: Dr. Carel C. Koch, 1501-1504 Foshay Tower, 
inneapolis, Minn. 


*Unless otherwise ordered, reprints with 8 or more pages are furnished with 
heavy paper covers on which is printed the title of the paper and the author's name. 
All reprints shipped F. O. B. Minneapolis, Minn. 
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A FURTHER STUDY OF INCREASED INTRAOCULAR 
PRESSURE AND ITS ASSOCIATED SYMPTOMS* 


Charles I. Saks, D.O.S. 
Syracuse, New York 


Evans,’ in his classic work, mentions the surprising frequency of 
increased intraocular pressure in cases of retinitis pigmentosa. He also 
cites the investigations of Shoemaker* and Priestly-Smith,’ both of 
whom have emphasized this point. 


According to Collins and Mayou, in some forms of degeneration of 
the nervous structures, disappearance of the nerve elements is accompan- 
ied by proliferation of the interstitial neuroglia supporting tissue,* which 
may subsequently undergo cystic, fatty or hyaline changes.* Hence, in 
pigmentary degeneration of the retina, atrophy of the nerve structures of 
the retina is apt to be followed by an overgrowth of neuroglia. They 
state further that the proliferation of neuroglia in the vicinity of the 
optic disc gives rise to the waxy color in advanced stages of the disease. 
They have also found that in degenerations of the pigment epithelium, 
the cells may either atrophy, disintegrate, or reassume some of their 
embryonic characteristics,® that is, they may proliferate at an increased 
rate and form hyaline material. This layer of cells is nourished by the 
capillaries of the choroid® and degenerates when the capillary layer is for 
any reason destroyed. 


When the retina is detached and the choroidal circulation un- 
changed, the pigment epithelial cells, according to Collins and Mayou,* 
are no longer required to fulfill their normal function even though they 
continue to receive their usual nutrient supply. Under such circumstance, 
they proliferate and become several layers thick. The cells in the inner- 
most layers swell up and become vacuolated, globules of fat forming in 
them, and finally break down liberating fatty material and granules of 
pigment into the subretinal fluid. 


*Submitted for publication December 16, 1939. 
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Under normal conditions the capacity which the pigment epithelial 
cells have of producing hyaline tissue ceases in the fully developed eye. 
Under pathological conditions the pigment epithelium re-acquires this 
hyaline-producing capacity, and nodules of it may be formed on the 
inner surface of Bruch’s membrane.® 


The degeneration and disappearance of the nerve fibre layer and 
ganglion cells in the late stages of glaucoma® may also be followed by a 
proliferation of glial tissue. Wolff* has shown that with complete disap- 
pearance of the optic nerve fibres, the glia proliferates and new vessels are 
formed, completely filling in the optic cup. He has also shown that the 
new tissue may even project into the vitreous and simulate a papilledema. 


This proliferation of tissue within the eyeball may explain why the 
tension in the late stages of glaucoma or retinitis pigmentosa may be high 
even though the smaller vessels of the choroid, especially the capillaries, 
become occluded and tend to disappear, causing the choroid to become 
thinner.* The latter changes occur in the late stages of glaucoma. In pig- 
mentary degeneration of the retina, according to Humphrey Neame,’® 
there is a narrowing of the choroidal capillaries and a sclerosis of the 
larger choroidal vessels, both of which are histologic features of the dis- 
ease. According to Wolff,’® in pigmentary degeneration of the retina, the 
choriocapillaris is usually absent in the affected areas. The macular area 
remains free from the disease for a long time.’® 


The proliferation of glial tissue as a cause of increased intra-ocular 
tension is comparable to the increased intra-cranial pressure found in the 
third stage of amaurotic family idiocy (Tay-Sach’s disease) .*° As the 
brain cells become destroyed, a marked secondary proliferation of neurog- 
lia occurs, and as a consequence of this, Mott and Carlyll?° have pointed 
out that the brain is thereby increased in bulk. 


It appears that normal tension exists for quite a few years in eyes 
having pigmentary degeneration of the retina, that is before sufficient 
proliferation of neuroglia within the eyeball occurs to produce an increase 
in tension. Wilmer*® reports two cases in which the intraocular tension 
was normal. He also reports a case of a pigmentary punctuate degeneration 
of the retina with normal tension.*° 


Even though the late stages of glaucoma may be accompanied by 
excessive edema of the intraocular tissues, and the fact that Wolff’? has 
shown that the lumen of the venae vorticosae is narrowed because of 
endothelial proliferation, the major curtailment of the choroidal capillary 
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blood supply,® the concurrent appearance of scleral staphylomata,” *° and 
the diminished secretion of aqueous'® apparently would be sufficient to 
compensate for hypertension if it were due to increased fluid formation 
alone. Furthermore, in the late stages of glaucoma, blood will be enabled 
to travel via the newly-formed vessels on the anterior surface of the iris® 
almost entirely into the anterior ciliary veins thereby allowing suitable 
drainage. 


In a previous paper,’® it was shown that dialyzation of fluid 
through the intraocular vessel walls does not appear to be a cause of 
increased intraocular tension. Gradle’s dark room test appears to confirm 
this fact.’* Furthermore, since primary glaucoma is a disease of later years, 
dialyzation seems to be a far more remote factor because Kerschbaumer’ 
has shown that the intraocular vessel walls become thicker, stiffer and 
more rigid beyond the fortieth year. 


It appears that the aqueous secretion is controlled to some extent by 
the intraocular pressure. Salzmann® has shown that enlargement of the 
lens in old age is compensated by defective secretion of the aqueous. He 
has also shown that the free space of the posterior chamber is narrowed 
because of the enlargement and thickening of the ciliary processes, the 
lens and zonular fibres.® And yet, statistics show that the average intra- 
ocular pressure is the same in both youth and old age."° 


There is further evidence to show that the aqueous secretion appears 
to be controlled to some extent by increased tissue content of the eye- 
ball. According to Gradle,"! if a tumor is located in the posterior half of 
the eyeball, secondary glaucoma is a late manifestation or may be entirely 
absent. However, he points out that anterior segment tumors are most 
likely to cause incompensated attacks of hypertension. This is probably 
due to mechanical obstruction of aqueous drainage. Wilmer’? reports: 
three cases with malignant growths of the posterior segment of the eye- 
ball having normal tension. However, it is obvious that a sufficient 
increase of tissue of the inner eyeball will definitely cause an increased 
tension. This factor was previously pointed out in the late stages of glau- 
coma and pigmentary degeneration of the retina. 


The point, I wish to emphasize, is that primary glaucoma does not 
appear to be caused by increased aqueous secretion. This is further sup- 
ported in a previous treatise in this Journal."* 


It seems apparent therefore, that the volume of aqueous secretion 
is controlled to some extent by the intraocular pressure. 
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It may be argued therefore, why tension is increased in glaucoma. I 
believe that this is so because the pressure which is apparently caused by 
dilation of the intraocular vessels is rather sudden, and that such increased 
pressure apparently originating in the volume increase of the choroidal 
capillaries, will cause mechanical obstruction of proper aqueous drain- 
age by pushing forward the vitreous and resulting in pressure against the 
iris, thereby blocking Schlemm’s canal. 


According to Parsons,’® gentle massage with the finger tips is effec- 
tive in temporarily relieving hypertension by promoting lymph flow. It 
‘s my opinion, that relief by means of digital massage is caused by com- 
pression of the intraocular vessels, thereby producing a temporary and 
partial curtailment of arterial blood supply to the inner eyeball. It may 
therefore be argued that it is the arrest of eye movements that may be 
held accountable for attacks of glaucoma during the night. This does not 
appear to be so because a number of my patients, even though wearing 
the proper refractive correction, suffered so much from ocular and head 
pains while watching a motion picture, that they were compelled to leave 
the theatre. There certainly is ample opportunity to rotate the eyes in all 
directions while watching a motion picture film. Furthermore my own 
cases reveal that attacks of glaucoma do not occur when sleeping during 
the day or when sleeping in a lighted room at night. 


In those cases where miotics relieve the symptoms of glaucoma a 
few hours after instillation, it is my belief that this is caused by a reflex 
constriction of the choroidal capillaries. In the repeated use of miotics, 
adaptation to the drugs may be the reason why they are no longer bene- 
ficial in the further treatment of primary glaucoma. It was shown that 
miotics may cause acute attacks of glaucoma by producing a dilation of 
the intraocular vessels.‘* As was brought out previously,’* size of the 
pupil does not appear to have any effect on the intraocular pressure. 


The concurrent symptoms of nausea, vomiting and choking feeling 
during the night as reported ‘n a previous paper, are probably caused 
through the oculo-cardiac reflex. The choking feeling probably occurs 
by way of the recurrent laryngeal nerve. 


Some patients complain of a choking sensation during the night and 
yet the electro-cardiogram may not reveal any cardiac disturbance. This 
is probably because the electro-cardiogram test is performed while the 
patient is in a lighted room. If this test is made in a dark room after the 
patient is kept in a dark room for at least three hours, the effect of dark- 
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ness on the heart may be definitely determined. Parsons*? has shown that 
in acute glaucomatous attacks which occur especially at night, the patient 
is prostrated and the pulse is irregular and intermittent. 


If intraocular pressure and electro-cardiogram readings are made 
after various periods of exposure to darkness, the definite relationship of 
darkness and intraocular tension to associated cardiac phenomena will 
assume a scientific basis. 


When symptoms of primary glaucoma appear rather suddenly, the 
possibility of foci of infections should be investigated. (See case report, 
“Uveitis Secondary to a Focal Infection,’’ October, 1939, issue of this 
publication). Where no foci of infections exist, it appears to the writer 
that, the symptoms of primary glaucoma are so gradual and slight as to 
escape notice by the victim. Primary glaucoma may start with very slight 
frontal and ocular pains upon arising in the morning, extending over a 
period of three to seven years before the symptoms become severe enough 
to alarm the patient. It appears that where foci of infection exist, the 
manifestations of symptoms are rather sudden and acute. 


In a previous paper,’* a theory was presented explaining the proba- 
ble mechanism on the etiology of primary glaucoma. It was shown that 
the chemical behavior of the visual purple in light and darkness appears 
to be responsible for the respective constriction and dilation of the 
choroidal capillaries, thereby affecting the intraocular pressure. It was 
also shown that the visual purple will regenerate in dark adaptation only 
if contact with the retinal epithelium be retained. It was further pointed 
out that light and darkness cause an affect on blood vessels of the skin 
opposite to that in the eye.'* The reason is that the visual purple appears 
to act as an interposing mechanism. This point appears to be borne out 
in cases of retinal detachment.'? Duke-Elder'® has shown that while the 
intraocular pressure is highest in the early morning hours and lowest in 
the late afternoon, he has found that these variations are reversed in 
detachment of the retina.** 


According to Marc Amsler,*® in idiopathic detachment of the retina, 
the separation is not between the retina and choroid, but between the 
layer of rods and cones and the pigment epithelium which remains adher- 
ent to the choroid. 


This point appears to support the writer’s contention that the vis- 
ual purple appears to act as an interposing mechanism, and that in cur- 
tailment of its function, light and dark will affect the blood vessels of 
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the skin and the inner eye exactly alike. 


It also appears therefore that the routine of therapy for detached 
retina should also include the avoidance of darkness, since Duke-Elder’® 
has found that the intraocular pressure is increased when exposed to light 
in cases of detached retina. This may be of some help in attempting to 
cause re-attachment of the retina. 


According to Kerschbaumer,”' changes in the structure of the ves- 
sel system of the choroid are frequent in the fortieth year and regularly 
found in senility. These consist in clouding and thickening of the vessel 
walls. In the chorio-capillaris, this condition is revealed by a greater 
accentuation of the vessel contours, the whole layer thereby becoming 
stiffer and more rigid. According to Wolff,** the arteries of the choroid 
normally show a well developed muscularis with an adventitia made up 
of almost homogenous collagenous tissue containing thick elastic fibres. 


Since it appears to be quite definitely established that darkness 
causes dilation of the intraocular vessels thereby resulting in increased 
intraocular tension,** © *" it seems probable that exposure to darkness, 
such as during sleep, over a period of years, will allow the artery and 
capillary walls to become ‘‘set’’ in the dilated state. This appears to be 
borne out in practice because sleeping in a lighted room apparently gives 
permanent relief to those patients, whose condition has not progressed 
beyond the stage that will yield to treatment. 


It appears that the above changes in the vessel walls and stroma of 
the choroid®* may explain why glaucoma appears in later life. In younger 
years the tone of the constrictor muscle fibres may be enough to prevent 
sufficient dilation when exposed to darkness. In eyes not sufficiently 
affected, this fact appears to be borne out because darkness will effect a 
rise in tension only to the extent of 2 to 3mm Hg." 


Furthermore, a number of my patients, who obtained, what ap- 
peared to be, complete relief by sleeping with a I:ght for a few months, 
can now sleep in a darkened room with no apparent ill effects whatever. 
This may be because the intraocular vessel walls have become ‘‘set”’ in the 
constricted state. Just how long this will continue, time alone will tell. 
On the other hand, a number of my patients must continue to sleep tn 
a lighted room in order to be free from symptoms. 


Many of my patients, who suffered from symptoms apparently 
caused by increased intraocular pressure due to darkness, claimed that 
they experienced complete relief when working nights and sleeping dur- 
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ing the day. Jt seems quite evident therefore that primary glaucoma will 
not be found in night workers. 


One cardiac patient, 75 years of age, deliberately took a night job 
so that he could sleep during the day. He reported that he had had several 
heart attacks which occurred only when sleeping in a dark room at night. 
During a period of four years of night work, he has slept very well dur- 
ing the day and has not had one attack since. On his “‘off’’ day, he sleeps 
during the day. Sleeping during the day has evidently prolonged this 
man’s life. It seems very likely, and certainly worth additional investiga- 
tion, that many more lives may be considerably prolonged merely by 
sleeping in light. 


It is interesting also to observe that sleeping with a lighted 7% 
watt bulb over the face has resulted in the complete cure of a cough that 
awoke one patient about 4 A. M. every morning. This patient, a stout 
lady of 47, found that the cough came on earlier when going to bed 
earlier. She was further seriously inconvenienced since she could barely 
swallow water because of a very painful tight feeling in her throat. The 
cough and tight feeling in her throat are probably caused through the 
oculo-cardiac reflex via the recurrent laryngeal nerve. Sleeping with a 
light has been giving complete relief from the cough and she can now 
sleep undisturbed. 


I cannot emphasize too strongly the complete relief given by sleep- 
ing with a mere 5 to 7% watt lighted bulb over the face to those, who 
previously suffered from a choking feeling when sleeping in the dark. In 
a number of such cases, suffocation previous to the use of the light seemed 
almost imminent. I have particular reference to those cardiac sufferers. 
Numerous case reports support this fact emphatically. 


There is a strong probability also that some cataracts may find their 
Origin in increased intraocular pressure that occurs when sleeping in the 
dark. Gradle™ has shown that continued hypertension in cases of incom- 
pensated glaucoma leads eventually to lens opacities. According to 
Clapp,** lenticular opacities are apt to occur in types of glaucoma other 
than the absolute form. Clapp further reports,’ that Morgagnian cata- 
ract is frequently associated with a low-grade uveitis. Knapp** reports 
that Morgagnian cataracts are frequently found in glaucoma. Kirby” 
reports glaucoma may produce opacity of the lens. Clapp further reports ** 
that in the more advanced cases of retinitis pigmentosa, cataract is almost 
a constant complication. This may be due to the increased intraocular 
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tension, as was brought out previously, found in the late stages of this 
disease.""* Sleeping in a lighted room therefore may supply one means of 
checking or preventing cataracts due to increased intraocular tension. 


Early glaucoma, or preglaucoma has, in most cases, one very out- 
standing symptom. Patients so affected will complain of defective vision 
particularly upon arising from sleep in the morning, gradually improving 
after two or three hours. These patients, particularly those required to see 
details at distance or near, complain that they have considerable difficulty 
doing office work for two or three hours in the morning even though wear- 
ing the proper refractive correction. After that, vision improves gradually 
to the normal level and no further trouble is experienced for the rest of the 
day. This is in contradistinction to nonpathologic cases where the re- 
fractive correction may need a change. In the latter type, near vision is 
satisfactory in the morning hours and becomes blurred as the day 
Wears on. 


It is to be emphasized that early diagnosis and prevention of glaucoma 
is far more important than treating this disease after it has reached the 
advanced stage. There are indications that medical or surgical treatment 
does not check the progress of this disease, as the following discussion will 
reveal. I shall quote from Gradle:** 


“‘Tridectomy is successful only in a small percentage of cases of com- 
pensated glaucoma and has been abandoned by the majority of experienced 
ophthalmologists . . . Cyclodialysis is the operation of choice in those cases 
of compensated glaucoma that are just beyond control of miotics. However, 
cyclodialysis is not a cure for compensated glaucoma. When the operation 
is successful, a normalization of tension occurs; but miotics must be con- 
tinued to make success permanent.” 


The conflicting statements are self evident. In my previous paper on 
glaucoma,'* a goodly amount of authentic evidence was presented to show 
the highly questionable value, as well as the extreme dangers of miotics. 
According to Donald T. Atkinson,® the empty value of miotics is revealed 
in the following quotation: 


“Regardless of the favorable effects upon the tension brought about 
by the use of miotics, the results are only transitory. For this reason it is 
impossible to cure even the mildest cases of glaucoma by the administration 
of either eserine or pilocarpine, and their use should never be regarded as 
more than a temporary measure.”’ 
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It will be mentioned again that in the early stages, reliable diagnosis 
can, for the most part, be based on the case history. Even after the third 
or fourth year of onset, a glaucomatous eye may look like any other 
normal eye even under the most scrutinizing examination. Therefore, 
recognition frequently depends upon symptoms. 


From my case reports, it seems very definite that primary glaucoma 
and its concurrent symptoms may now be prevented and checked? pro- 
vided it has not progressed beyond the stage where any treatment will 
be of benefit. It also seems quite evident, from numerous case reports, 
that many nocturnal and early morning heart attacks which have their 
origin in increased intraocular tension, and perhaps some of these can 
now be definitely prevented and checked. 


With a simple application of light, we now seem able to prevent, 
relieve and assist much human suffering, and to assist in preventing a 
goodly percentage of blindness. 


DR. CHARLES I. SAKS 
248 NORTH SALINA ST. 
SYRACUSE, N. Y. 
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A CASE OF AMBLYOPIA SHOWING RAPID IMPROVEMENT 
IN VISUAL ACUITY DUE TO CHROME THERAPY 
AND ORTHOPTICS: A REPORT * 


J. H. Lepper, Opt.D. 
Mason City, lowa 


Patient, boy, age 8. Patient had no complaints of visual discomfort. 
His family discovered that he did not see as well out of one eye as he did 
the other. His uncorrected visual acuity was as follows: O.D. 20/20. 
O.S. 4/200. A few of the significant findingst of the examination fol- 
low: 


No. 1. Finding. Ophthalmoscope. Negative. 
No. 4. Finding. Retinoscope. Fixation at 6 meters. 


O.D. + 1.50 D.Sph. 
O.S. + 3.50 D.Sph. 


No. 5. Finding. Retinoscope. Fixation at 33 cm. 


O.D. + 3.00 D.Sph. 
O.S. + 7.00 D.Sph. 


No. 7. Finding. Subjective tests. 


O.D. + 0.50 D.Sph. 
O.S. + 4.00 D.Sph. 


His visual acuity with the foregoing correction was the same as 
his uncorrected visual acuity. O.D. 20/20. O.S. 4/200. A diagnosis 
was made of amblyopia ex anopsia in the left eye. Glasses were prescribed, 
as follows: O.D. +0.50 D.Sph. O.S. +2.00 D.Sph., for general use 
and treatments to stimulate the nerve centers of the left eye were ordered. 
The glasses were for constant use and the treatments were to be given 
three times each week. 


In treating this case, chrome therapy was employed as were orth- 
optics, in the form of stimulation with the Tele-Eye-Trainer, and the 


*Submitted for publication December 12, 1939. 
7O.E.P. examination technique. 
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Rotoscope. May I explain here, that in using chrome therapy the writer 
is using the Loeb system in which the filters are numbered.' For this case, 
the writer combined the No. | and No. 3 filter, No. 13 over both eyes 
and at each visit the patient received a five minute treatment of this form of 
chrome therapy. Following this the same filters were placed in the auxiliary 
cells of the Rotoscope and the patient was given rotational exercises for a ten 
minute period. The technique with this instrument being to have the 
patient fix the reduced Snellen test type with the left eye while the right 
eye was covered with a frosted lens. The light was also kept off on the 
right side. After a short rest period, the Tele-Eye-Trainer was used, in 
conjunction with the Number 2 Rotor, which alternates the light from 
right to left and then presents a brief period with both sides illuminated 
to stimulate binocular vision. In this instrument, the medium size red 
and blue spot cards were first used, the red spot over the left eye. Later 
on the F-L cards were used until binocular vision was obtained with the 
large letters on the Keystone Charts. 


At the conclusion of his first treatment, the visual acuity of the left 
eye was 12/200. At the third treatment it was 12/100, and at the 
fourth it had risen to 20/40. At this point the correction was changed 
to the following, with instructions to use the new glasses for everything 
except his school work. The old correction was to be used at school. 


O.D. Plano frosted. 
O. S. +2.00 D.Sph. 


At the end of the fifth treatment the patient could read one letter 
on the 20/20 line of the test chart with his left eye. At the eighth treat- 
ment he successfully read seven of the eight letters on this line and at 
the end of the tenth treatment he read the entire 20/20 line for the first 
time without error. At this point the correction for the left eye seemed to 
somewhat blur his vision and the correction was again reduced, this 
time to a +1.00 D.Sph. The following week the correction was changed 
to O.U. +0.50 D.Sph. The case was dismissed as cured at the end of 
the twelfth treatment. He then had normal binocular vision. He has 
been since examined and has continued to have normal vision in each 
eye. It is interesting to note in this case that in using the Rotoscope, the 
instrument was kept at the orthophoric position during the entire treat- 
ment period as there was no imbalance of the extra ocular muscles. 


DR. J. H. LEPPER 
28 FIRST ST. S. E. 
MASON CITY, IOWA 


‘J. H. Lepper. Chrome Therapy. The 1939 Year Book of Optometry, pp. 263- 
267. 
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FELLOWSHIP IN THE AMERICAN ACADEMY OF 
OPTOMETRY * 


D. R. Paine, Opt.D., F.A.A.O. 
Topeka, Kansas 


Believing that all optometrists are interested in every advancement 
made by any optometric society, and particularly :n those organizations 
that are dedicated to the program of fostering higher standards of pro- 
fessional practice, research and advanced post-graduate training, the 
writer, as Chairman of the American Academy of Optometry, submits to 
the profession a review of certa!n revisions which have been made in the 
by-laws of the Academy, particularly as these apply to the entrance re- 
quirements of optometrists, who wish to become Fellows of the 
Academy. 


The reasons for making these changes in the by-laws of the Acad- 
emy will be briefly reviewed, along with an explanation of the actual 
changes as embodied in the decree authorized by the 1939 congress of 
the Academy. It has been recognized by the present as well as the past 
Chamber of Councils that while the Academy occupied a unique and 
important position in the realm of professional optometry, it did not 
attract so great a following, and at times failed to encompass some of 
those more highly coveted ideals which have proved so essentially sound 
in other professional circles. 


More recently, optometric psychology seemed more receptive, more 
tuned to such needed reform as is herewith set forth. With the desire to 
modernize and strengthen the Academy’s position, the writer sent out 
two annual messages. In the latter, constructive criticism and helpful sug- 
gestions were invited. It was the desire to determine the viewpoint of the 
membership, not only as to shortcomings, but as to just what policies 
should be pursued to increase the value to optometry of the Academy. 
As a result of these messages, much valuable information was received. 


*Submitted for publication December 20, 1939. 
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Using this as a start, and with the assistance of a number of the 
members as well as some very helpful advisers outside of the council, 
an exhaustive study was made during the last one and one-half years. 
The writer extended this investigation into the realm of dental and 
ophthalmological societies as well, and from these professional groups 
received certain time-tested suggestions which were also revised to fit into 
the present needs of the Academy. 


It is a well known fact that because of the stringent entrance re- 
quirements of the Academy, that Academy fellowship is recognized as 
a badge of competence among all eye men. This is true also in other pro- 
fessions. Further, an Academy fellowship is recognized as a mark of 
distinction among educators and other discriminating classes, who seek 
eye services only from men who earn this distinction. Fellows of the 
Academy have proved their competency by earning an honor more diffi- 
cult to obtain than any other, and as these fellowship standards are made 
higher and higher the members of the Academy and other practitioners 
as well will have greater respect for that honor, and the organization 
which bestowed it. Improved educational programs, research and other 
Academy activities will be thus elevated to that plane in keeping with 
the capabilities and aspirations of those who make up its ranks. It will, 
therefore, eventually follow that greater numbers of optometrists will 
seek this membership of distinction, and more and more patients with 
discrimination will seek men who hold this insignia of proven worth. 


Another suggested solution of this situation is to continue under 
One parent organization but establish two separate committees to draft 
educational activities, one committee to handle the practical and clinical 
work while the other committee arranges and directs the research activi- 
ties. Under this system the time set apart for the Annual Congress could 
be divided between each group. 

We can logically conclude from these considerations and those to 
follow, that no eligible member of our profession can afford to remain 
outside of the scope of Academy influence. Let us attempt then to antici- 
pate and now answer certain objections which might arise in the minds 
of those interested in the Academy as a means of advancing the cause of 
proper eye care and professional optometry. 


First, as to any incompatibility which might arise between two 
major groups of optometrists, one whose talents and greater interests tend 
toward research, and the other group, whose greater inclinations are in 
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the direction of developing the immediate practical and clinical phases of 
our work. If we eventually do as some professions have done, we will 
have an academy section dealing with the basic purposes of each group 
which will circumvent any conflict between groups. These sections can 
be indirectly affiliated. This plan will allow each section to surround 
itself, in an unhampered manner, with its own sympathizers. The 
Academy under the direction of various section chairmen can thus expand 
its sphere of influence to greater numbers of optometrists, some of whom 
may be disinterested in mixed objectives and programs. Each respective 
group can thus arrange its activities to meet the needs and wishes of its 
followers. The net results of both groups will be to encourage ad- 
vanced educational attainments on the one hand and higher ethical and 
professional practices among a greater number on the other hand. 


It would seem, however, that the policies in this regard which have 
been and are being followed, are more in keeping with the original 
Academy plan. As pointed out by Hoatling, ““The original idea was to 
band together all who desired to practice ethically—to read papers on 
practical subjects that would help to improve techniques and economics.” 
‘“‘But research in pure science, while of the highest import, must come 
from sources other than the Academy per se.’” ‘“The Academy’s primary 
job is to consolidate all professional men and help them to success—suc- 
cessful professional practitioners being the best encouragement to those 
on the border line.”’ 


Second, as to the matter of any controversy which might arise con- 
cerning undue political and factional influences. During years of service 
as councilman, the writer has been impressed with the fact that those 
who have guided the destiny of the Academy have striven valiantly to 
avoid the stigma of factional and political influences. If, in the opinion 
of others, mistakes have been unwittingly made, we must ever bear in 
mind that such infractions do not dislodge or weaken the solid founda- 
tion of fundamentals and lofty precepts upon which the Academy rests. 
No matter how altruistic any human society is conceived, it is subject 
to its mistakes and human short comings. To combat mistakes greater 
numbers should more actively use their influence to keep inviolate the 
principles upon which rests that association of men. 


Third, as to the accusation of the Academy in cultivating snob- 
bishness. The Academy is selective and exclusive to the extent that 
eligibility consists of its members being honorable, ethical, professional 
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men, whose standards of practice are in step with those of medicine and 
dentistry. On the other hand, the Fellowship is very fraternal and demo- 
cratic and there is no other group of cultured men, who are more willing 
to give and share the solutions of one another's professional problems 
than are the Fellows of the American Academy of Optometry. 


The Academy should rally to its support all eligible optometrists 
and thereby increase its influence by serving as a nucleus around which 
can be formed a movement directed toward the end of completely and 
unequivocally divorcing and repudiating commercial optometry. The ex- 
tent of our accomplishment in discrediting commercial practices and 
rallying a large number of border line practitioners to the standards of 
true professionalism in keeping with ever increasing standards of educa- 
tion depends upon the size of our membership with its moral and finan- 
cial support. It is therefore an obligation as well as a special privilege to 
be identified with such a movement as is represented by the American 
Academy of Optometry. 


In keeping with the Academy’s policy of encouraging educational 
progress and of acquainting the public with such advancements made from 
time to time on behalf of the Academy, the writer herewith submits to 
the profession the mandate of the Eighteenth Annual Congress of the 
American Academy of Optometry. 


It is hereby decreed, effective January 1, 1940: 


First: That a Board of Regents be established. Its membership to 
be composed of one Fellow in each state of this Union. It shall be the 
duty of each member of said Board of Regents to keep in active touch 
with all Fellows in his respective State, to contact all applicants, per- 
sonally or through correspondence, and to act as a committee on enforce- 
ment of standards. Each Board member shall report annually any infrac- 
tions of the Fellowship Pledge and shall act in an advisory capacity gov- 
erning Article JV, Section 1, of the By-Laws. 


Second: That as part of the entrance requirements a Board of 
Examiners (composed of optometric practitioners) be established before 
which all candidates for Fellowship must prove their competency as 
optometric practitioners. The day prior to the annual Congress of the 
Academy will be reserved for such examinations which will be held at 
the place chosen for the Congress. It is a time tested fact within Academy 
circles among all professions that the size, value and pride of membership 
is commensurate to a large degree upon the distinction and service such a 
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society affords its Fellowship. Such organizations have found through 
time and experience that the only way to afford such distinction is to 
admit among its membership only those candidates, who are eligible 
not only in accordance with certain principles of ethics and professionalism 
but who can prove before an examining board their qualifications to 
deserve such membership. 


Third: That the privilege be granted all members, to pass an 
achievement test before the Academy Board of Examiners. The current 
established members have each compiled with the existing entrance re- 
quirements extant at the time each was admitted to Fellowship. It, there- 
fore, follows that members who are in good standing will not be re- 
quested to take an examination of any kind unless they aspire to earn 
the special certificate of Academy Award provided by the successful pass- 
ing of the Academy Achievement Test. 


Optometry has a number of other societies dedicated to the com- 
mendable undertaking of bringing together professionally inclined practi- 
tioners to discuss and promulgate professional and educational advance- 
ment. Our Academy must support and encourage these movements but 
must avoid being submerged within them. Such activities are stepping 


stones to higher pinnacles of distinction and accomplishments such as is 
provided by the American Academy of Optometry. 


That the Academy can ever grow to encourage such higher standards 
and offer increasingly greater service to its fellowship, a graduate course 
will be offered which is designed to assist candidates prepare for such 
examinations as are being instituted. This technical course will be aug- 
mented by a bi-monthly magazine to be known as ARCHIVES OF THE 
AMERICAN ACADEMY OF OPTOMETRY. A magazine for Fellows of the 
Academy only, which will contain the papers presented at the annual 
congress of the Academy. 


In addition to the foregoing, the Academy will continue its estab- 
lished policy of fostering and financing research in our educational cen- 
ters. This work is in part conducted through the establishment of research 
fellowships, and it is our hope that this phase of the program of the 
Academy can be further extended. 


It is the writer's belief, that every professionally minded optometrist, 
who considers seriously the important issues treated in this report, will 
agree, that he cannot afford to remain beyond the sphere of Academy 
influence. And, finally, we must indelibly carve within our consciousness, 


a 
= 
' 


AMERICAN JOURNAL OF OPTOMETRY 


the fact that public recognition, of the proper kind, can only come to our 
profession in the exact proportion to the character, skill and quality of 
our service and the degree of our contribution to the profession, to which 
we have dedicated our lives. 

DR. DON R. PAINE, CHAIRMAN 


AMERICAN ACADEMY OF OPTOMETRY 
TOPEKA, KANSAS 


Current Comments by Carel C. Koch 
Editor, American Journal of Optometry 


Optometrists will confer a favor by sending for this department items of news of 
general interest; such as relate to new instruments, clinical techniques, education, 
public health and optometric legislation. 


LIMITED MEDICAL PRACTITIONERS 


Somewhere in the outer reaches of the optometric body politic, one 
finds among other things, that lunatic fringe of practitioners, who are 
usually so busy peering over fences into far distant pastures, that their 
remaining knowledge of refractive techniques is but scanty, indeed. These 
men seem to be, for the most part, dreamers. They seem to be too busy 
with their pet visionary schemes to really settle down and develop their 
own optometric refractive routines to that point wherein they can do a 
sound piece of eye examining. They are the ones, who are forever confi- 
dent that optometry would really amount to something, in the domain 
of healing arts, if it were only possible for them to do a bit of health 
work outside of the realm of eye work that has been allotted to them as 
optometrists. These men are frequently failures in life as well as in 
optometry, not because they have been inadequately trained, but rather 
because they lack the stamina to stick to a job until it has been really 
done well. These dreamers rarely build a practice worth mentioning. You 
forever see them mooning around at the heels of some itinerant pseudo- 
scientist with the seat out of their pants and their heads in the clouds. 


For the most part these people do no harm. True also, they do little 
good. Yet, in the main, the world goes on and leaves them to their 
unprofitable speculations. However, from this group occasionally arises 
an idea or suggestion, which if projected too far may prove harmful to 
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us all, and when this happens it is necessary to take stock of the position 
of our profession and determine just what it is that these usually leth- 
argic people are talking about. To be sure, they are but relatively few in 
number. Yet, it happens that at times they make themselves heard far out 
of proportion to either their importance or to their numerical strength in 
the profession of which they are a part. 


This seems to be one of these times. We hear from certain optome- 
trists vague rumors of optometrists becoming limited medical practition- 
ers. [What ever these are!] We hear tall talk from this small section of 
optometry on the great things they are going to accomplish. The new 
fields they are about to conquer, and the important work they propose 
to do. 


Now as optometrists, we must occasionally face a few facts. The 
first of these is that we are optometrists. As a whole, we are rather well 
trained optometrists to be sure, but the fact remains that our basic techni- 
cal training was an optometric training, which does not fully qualify us 
for medical responsibilities. The second of these facts is this. We are 
today rather well accepted as refractionists. The public understands that 
the modern optometrist is a specialist in the art and science of ocular 
refraction, and accords him his rightful place as a professional man on 
these grounds. As a refractionist, he is second to none. If however, he 
attempts to dabble around in medical matters, it is obvious that he will 
always rate a bad second place to qualified medical men and in that posi- 
tion the public would soon lose its present high regard for optometry 
and all optometrists. In other words, as optometrists, we are in the proper 
position of respected refractive specialists. As second-class or limited med- 
ical practitioners, we would find ourselves playing a poor second fiddle to 
the medical group as a whole, and the public would lose faith in us in 
every particular. 


And last, but most important, it must be remembered that there is 
no such thing as a limited medical practitioner. In every state in this 
union, professional men in the healing arts are licensed only as full 
fledged medical practitioners, full fledged optometrists or full fledged den- 
tists. These are the only three professions dealing with corrective health 
problems that are recognized throughout the length and breadth of our 
great country. There is no middle ground that permits the optometrist 
to play around at willin the health field, and those few optometrists, who 
have recently taken to talking about limited medicine are doing but two 
things, (1) irritating all medical men, and (2) deceiving themselves. 
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The rank and file of optometrists have no interest in these schemes. It is 
now time for these visionary prophets of optometry to stop baying at 
the moon. Optometry has its hands well filled with the fine possibili- 
ties in the eye field for constructive professional work and there is no need 


for such idle talk. 


FAULTY DIAGNOSIS OF GLAUCOMA WITH 
SUBSEQUENT ACTION 
A CASE REPORT 


In February, 1938, the writer,’ in discussing the specialized training 
given student optometrists in the field of diagnosis of eye pathology and 
relating general disease, made the following comments. 


Just what are the professional duties of the optometrist? To understand this 
question we must first consider the matter of the field he is to occupy and the part 
he is to play in this small division of general health work that has been allotted to 
him. His primary duty is that of correcting errors of refraction and imbalances of 
the accommodation-convergence relationships. In other words, he is to correct 
errors of refraction which in some way affect vision and he is also to correct ocular 
neuro-muscular involvements which also have a bearing on experiencing normal 
comfortable vision when using the eyes at the near point. These are his duties as 
prescribed by laws in every state in this union. 

It at once becomes obvious that this cannot be done with any degree of satis- 
faction or with any degree of assurance that it is being done properly, unless the 
optometrist also includes in his examination routine, such tests as would indicate 
and thus eliminate those few patients who were suffering from ocular pathology 
or from a reflex eye symptom of some remote general involvement from among 
the many, who were suffering only from an uncorrected error of refraction and 
possibly so called imbalances of some of the ocular muscles. 

In other words, it is the duty of the optometrist to diagnose and prescribe for 
errors of refraction and to correct imbalances of ocular muscles. But at the same 
time, it is his implied duty to do these things, only after ascertaining, to the best 
of his professional ability the fact that the eyes upon which he is working, are free 
from disease or incipient pathology which should first be treaced by an oculist or a 
physician before the optometrist corrects the visual problems which remain. 

While this is not a legal requirement, it is, from the professional standpoint 
and from the point of view of public well being. a fact that every ocular examina- 
tion for refractive errors, should be preceded by a careful examination of the eyes 
with the sole purpose in mind of determining the exact status of those eyes in 
regard to the presence or absence of indications of pathology. Optometry has 
realized this fact for many years and the educational centers have sent forth thous- 
ands of capable refractionists in the form of optometrists, who have been taught 
to first make these necessary diagnostic tests, and second and which is even harder 
and more important, been taught to do the skillful diagnostic work necessary to 
differentiate the normal eye. free from pathology, from the few abnormal patho- 
logical ones. 


'Carel C. Koch. A study of the training given student optometrists in the field of 
diagnosis of eye pathology and relating general disease. American Journal of Optometry. 
Vol. 15, No. 2, pp. 47-79. 1938. 
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Unfortunately, for both optometry and the public at large there 
are still a few optometrists, who, despite their training and despite their 
responsibilities as professional people, continue to prostitute their calling. 
This small segment of the optometric group as a whole, are, as a rule, to 
be found in the most commercial surroundings and seem for the most 
part interested only in the sale of optical material. They conduct them- 
selves not as professional men but rather as business people and none too 
high an order of business person at that. In their effort to make a sale, they 
frequently ignore refractive techniques and diagnostic procedures, which 
are essential to the proper conduct of the:r work and thus both the pub- 
lic and the profession suffer. The files of many State Board of Exam- 
iners in Optometry contain evidence gathered by optometric investiga- 
tors of entire eye examinations made by these men in which they have 
consumed less than ten minutes of actual working time. Examinations 
in which ophthalmoscopy was ignored. No external inspection of the 
eye was made, nor were the fields of vision explored in any manner. Nat- 
urally, this type of work is but poorly done. Incipient eye disease is 
obviously overlooked and neuro-muscular pioblems, that require atten- 
tion, are hopefully ignored. Fortunately, for both the public and optom- 
etry, each year sees less of this sort of thing, but there is still room for 
considerable improvement in certain quarters. 


Several years ago, an Alabama optometrist examined and prescribed 
for a patient, who was suffering from incipient glaucoma. The writer 
knows nothing of this optometrist, nor of the type of work done by him. 
He may have been an excellent refractionist and diagnostician. He may 
have had a fine background of training, yet he figured large in the incident 
which follows. An incident which is most regrettable, indeed, and the 
type of thing which we, as optometrists, must be ever alert to prevent. 
The following excerpt is taken from the Bureau of Legal Medicine? of 
the American Medical Association. 


The defendant jewelry and optical corporation operated a department, in 
charge of a licensed optometrist, wherein the eyes of customers could be examined 
and glasses prescribed. The plaintiff's eyes had been hurting her for some time and 
on seeing the defendant's advertisement in a newspaper, she visited the op:ometrist 
in charge of the department, May 17, 1935. The optometrist examined her eyes 
and prescribed lenses which, however. failed to relieve the condition. On several 
occasions, according to the testimony introduced on her behalf, she returned to the 
optometrist and complained that the glasses caused her eyes tc hurt and each time 


2Optometry: Duty of Optometrist to detect disease of Eye: Liability of Corporate 
Employer of Optometrist. Journal of the American Medical Association. Vol. 113, No. 
24, p. 2180. 1939. 
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she was assured that the glasses would remedy her ailment when she became used 
to wearing them. On November 2 the plaintiff returned again to the optometrist and 
complained that she could not see out of one of her eyes. An examination by the 
optometrist disclosed that the sight of her right eye was completely gone and he 
then advised her to see a physician. The physician whom she consulted discovered 
that she was suffering from glaucoma, which had caused a detached retina of her 
right eye and which was at that time affecting her left eye. Subsequently her right 
eye was removed and her left eye treated in order to save it. She then brought suit 
against the corporation and the optometrist. Before the case was given to the jury, 
however, the case against the optometrist was dismissed and thereafter the trial 
court gave judgment for the defendant corporation. The plaintiff appealed to the 
Supreme Court of Alabama. 


The first question discussed by the court was whether the relationship of 
master and servant existed between the corporation and the optometrist. When an 
optometrist undertakes to make an examination of the eyes, the court said, with 
a view of determining whether glasses will be of aid to his patient, he must exercise 
his professional or scientific skill, knowledge and judgment and he cannot be 
directed by an employer who has no such knowledge. But this does not mean that 
the employer, whose business the optometrist is conducting, is not answerable for 
the negligence of the optometrist resulting in injury to a third person, who has 
gone to the employer's place of business for an examination of her eyes and to be 
fitted with glasses. It was the defendant's business, under the control of its optome- 
trist, it is true, but the defendant undertook for a pecuniary reward to render com- 
petent and proper optometric services. For all practical purposes, the defendant was 
engaged in rendering optometric service to the public. The defendant cannot, there- 
fore, escape liability because of the independent character of the agent's or servant's 
business. The defendant was bound to see that those who sought examination of 
their eyes and the fitting of glasses received proper attention and service, and for 
any injury or damage to the defendant's customers, proximately caused by the want 
of skill or negligence of the optometrist, it, the defendant, is liable. 


After reviewing several definitions of optometry, the court concluded that 
the optometrist in this case was not required, or even authorized, to diagnose and 
treat diseases of the eye. The optometry act of Alabama prohibits any optometrist 
from administering drugs in any form, from practicing. or claiming to practice, 
medicine or surgery in any sense, or from using any title or appellation intended or 
calculated to indicate the practice of medicine or surgery. Clearly, the court said, 
the duty resting on the optometrist was to examine the plaintiff's eyes for the “‘pur- 
pose of ascertaining any departure from normal (having reference to vision). 
measuring its functional powers, and adapting mechanical means for the aid 
thereof.’ If. however, in the performance of those duties, it would be apparent to 
a skillful optometrist that there existed in the eye a disease or malformation, the 
court inferred that it would be the optometrist’s duty so to advise his patient in 
order that the proper medical or surgical treatment might be had. The evidence in 
this case, however, convinced the court that the disease of the plaintiff’s eyes was 
not such a disease as should have been detected by a skillful ‘optometrist. The cor- 
poration’s optometrist. therefore. was not negligent in failing to detect it. 

Since there was no breach of duty owed by the corporation to the plaintiff, 
the judgment for the defendant corporation was affirmed. 


It is small consolation to optometrists generally, that the Supreme 
Court of the State of Alabama, in its wisdom, felt called upon to issue 
the verdict it did. To be sure, the faulty diagnosis of the optometrist 
was excused, on the grounds that making a diagnosis of incipient glau- 
coma is at times difficult business, indeed. And so it is, as both many 
oculists and optometrists have found out, to their own and their patients’ 
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sorrow. Yet we, as optometrists, must not let this Supreme Court judg- 
ment affect our actions or our thinking, when we are making our eye 
examinations. As the writer has said before, the implied duty of the 
optometrist is to be sure, that the case, upon which he is working, is free 
from disease before prescribing for neuro-muscular and refractive defects 
which are present. This may not be a legal requirement of optometrists, 
but it certainly is a professional requirement and from the standpoint of 
public well being is an ideal to which we must ever hold fast and to 
which we must ever remain true. 


LISTING PROFESSIONAL PRACTITIONERS 


In December of last year, there was published in Baltimore, a book 
containing the names and addresses of certain optometrists who were 
practicing professionally. The first edition covered only men whose 
practice was ethical in every manner, and naturally included only those 
optometrists who were already known or who were previously recom- 
mended to the publisher of this reference work. The task of compiling 
this professional listing, has been going forward under the direction of 
Dr. J. Fred Andreae, Lexington Bldg., Baltimore, Md. The book is 
well arranged and the list is of particular value when the need arises of 
referr‘ng patients to practitioners in various parts of the country. The 
profession has long needed a directory of this kind in which were listed 
only those optometrists whose practice was carried on in an ethical man- 
ner. It is hoped that qualified men who are not as yet included in this 
listing will send to Andreae the necessary data as well as references which 
his staff can consult before the listing is accepted. A second edition is now 
being prepared and every optometrist whose practice is such as to qualify 
him for inclusion, owes it to himself and his profession to have his name 
listed in this compilation of professional optometrists. One dollar should 
be enclosed with the suggested listing to cover the cost of investigation 
and the technical work of compiling the data as well as the cost of the 
book itself. A copy will be mailed to each optometrist whose name is 
included within its covers. 
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A REVIEW OF CERTAIN OCULAR CASES IN WHICH STRA- 
BISMUS WAS CORRECTED BY MEANS OF LENSES, 
PRISMS AND ORTHOPTIC TREATMENTS* 


Strabismus or squint, or what is sometimes referred to as cross-eyes, 
is a condition wherein there exists a constant lack of parallelism of the 
visual axes of the eyes. The etiology or cause of this condition is some- 
what obscure. Donders seemed to feel that hyperopia or an accommoda- 
tive involvement, was the cause, while Worth believed the cause to lie in 
some abnormality of the fusion sense. Both are without a doubt correct 
inasmuch as strabismus is frequently associated with hyperopia and on the 
other hand, is also freuently diagnosed in cases in which no error of 
refraction can be found. 


*The sixth of a series of nine papers dealing with clinical case reports by Carel C. 
Koch, Opt.D., F.A.A.O. The seventh of this series will appear in the March, 1940, issue 
of the American Journal of Optometry. 
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In the judgment of the writer, the following are all contributing 
causes of strabismus. (1) Uncorrected ametropia, particularly when 
anisometropia is present. (2) Fusional defects. (3) Anatomical defects, 
particularly those causing a vertical imbalance due to a malattachment of 
the extrinsic ocular muscles. (4) True amblyopia. (5) Ocular path- 
ology or the after effects of ocular pathology, and (6) Aniseikonia. Of 
the six contributing causes of strabismus just mentioned the first and 
second are probably responsible for 95 per cent of all cases. 


There are two varieties of strabismus. It may be either paralytic or 
concomitant. In paralytic strabismus, the monocular eye movements in 
one or more meridians are limited, while in concomitant strabismus this 
is not the case. Strabismus may be limited to one eye or may be present 
in both. In concomitant strabismus, if present in both eyes the condition 
is referred to as alternating. 


Concomitant cases of strabismus are by far the most common, and 
as a rule are the type of strabismus cases which are amendable to correc- 
tion by means of orthoptic techniques. In cases of strabismus, the extrin- 
sic muscle or muscles involved, undergoes a continued vibratory contrac- 
tion known as muscular tetanus. In alternating strabismus, the tetanus 
alternates between the muscles of the two eyes. 


Strabismus, itself, is not a disease, and the recent orthoptic advances 
in the optometrical non-surgical treatment of this condition have been 
largely due to a better understanding of the underlying causes of the 
condition and to better instrumentation. As the following clinical case 
reports will show, in the hands of competent optometrists, many of these 
strabismic cases can be corrected. These cases were cured because of care- 
fully performed orthoptic treatment and also because the examiners were 
optometrists, who were able to properly refract the case. When these 
optometric techniques are used, it has been found not only possible but 
quite practical to re-open neural pathways and promote the re-education 
of binocular control on the part of the eyes. As the result of these 
orthoptic treatments and the corrections prescribed for these strabismic 
cases, harmonious action on the part of both eyes was established and 
useful bi-foveal vision was returned to the patient, and the eyes were no 
longer crossed. 


The importance of using these orthoptic treatment techniques in 
cases of concomitant strabismus is well known to all capable refraction- 
ists. Yet, we find today that many oculists whose training in ocular mat- 
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ters has been acquired in a three month short course in eye, ear, nose and 
throat work,’ either fail to understand in their eagerness to operate on the 
strabismic eye, the underlying causes of the condition, or entirely ignore 
the possibility of correcting it by means of these treatments. This type 
of work is inexcusable. 


All of these strabismic cases which follow, had originally consulted 
oculists, who had prescribed for them in an effort to straighten their 
eyes. The techniques suggested by these oculists to correct this condition 
proved to be unsuccessful. The patients then consulted optometrists, who 
were successful in relieving the condition. These optometrists were trained 
to handle these problems and cured these cases by means of properly pre- 
scribed corrections for the ametropia which was present, assisted by means 
of prisms and orthoptic treatments. 


These clinical case reports speak for themselves. They are but few 
of the many similar reports which could have been included in this 
paper, which is the sixth of a series of papers dealing with the correction 
of various ocular problems.*****, All of these reports have been taken 
from established sources of technical literature. The reports come from 
comparatively recent periods. Each was originally written by a compe- 
tent eye specialist, and each report has been briefly summarized by the 
writer. The clinical case reports dealing with strabismus and its treat- 
ment and correction are as follows: 


Case Report No, 83 


Morse-Peckham reports the following case in the CLINICAL REPORT 
OF THE OPTOMETRIC RESEARCH INSTITUTE, No. 5., p. 31, 1938. 
Patient, boy, age 8. He developed a right convergent squint at the age of 
18 months. Parents took him to an oculist at once, who prescribed sev- 
eral corrections without any noticeable improvement. The right eye turns 


The medical quack in the ocular field. Carel C. Koch. American Journal of Op- 
tometry. Vol. 15, No. 12, pp. 460-464. 1938. 

2A review of certain ocular cases in which hyperopia was undercorrected. Carel C. 
Koch. American Journal of Optometry. Vol. 16, No. 9, pp. 349-361. 1939. 

8A review of certain ocular cases in which myopia was overcorrected or in which 
pseudo-myopia was improperly diagnosed as myopia. Carel C. Koch. American Journal 
of Optometry. Vol. 16, No. 10, pp. 387-396. 1939. 

*A review of certain ocular cases in which astigmatism was improperly corrected. 
Carel C. Koch. American Journal of Optometry. Vol. 16, No. 11, pp. 424-433. 1939. 

5A review of certain cases of ocular abnormality in which general pathology was 
a — Carel C. Koch. American Journal of Optometry. Vol. 16, No. 12, pp. 457-469. 
1939. 

SA review of certain ocular cases in which heterophorias were ignored. Carel C. 
Koch. American Journal of Optometry. Vol. 17, No. 1 pp. 23-32. 1940. 


74 


= 


ST RABISMUS—KOCH 


in now as badly as it did six and one-half years ago. He was wearing 
the following correction. 

O.D. +4.00 D. Sph. 

O.S. +4.00 D. Sph. 


In making his examination the optometrist, Morse-Peckham, discov- 
ered a considerable amount of left hyperphoria and prescribed the fol- 
lowing corrections which give the patient orthophoria with the glasses in 
place. 


Distance correction: 


O.D. +2.50 Sph. > 114A Base-Up. 
O.S. +2.50 D. Sph. > 3A Base-Down. 


Reading or near point correction: 


O.D. +4.00 D. Sph. 1% A Base-Up. 
O.S. +4.00 D Sph. = 3A Base-Down. 


Case Report No. 84 


Marton reports the following case in the BRITISH JOURNAL OF 
PHYSIOLOGICAL OPTICS, Vol. 13, No. 1, pp. 21-32. Patient male, age, 
56. His oculist described his case as “‘hopeless’’ as he had alternating con- 
vergent strabismus. He was wearing the following correction. 

O.D. +4.00 D. Sph. 

O.S. +4.00 D. Sph. 


Under treatment by the optometrist, Marton, his visual acuity improved 

to 6/18 and in time his eyes were straight, he had complete orthophoria 

and excellent stereoscopic vision. His corrections were as follows. 
Distance correction: 


O.D. +9.25 D. Sph. 
O.S. +9.25 D. Sph. 


Reading correction: 
O.D. +11.25 D. Sph. 
O.S. +11.25 D. Sph. 


Case Report No. 85 


Turville reports the following case in the OPTICIAN, Vol. XCVII, 
No. 2522, p. 453. Patient, female, age, 50. Patient had used no glasses 
and had suffered from a vertical diplopia for years. She consulted an ocu- 
list, who suggested an operation. Inasmuch as he could not guarantee a 
cure, the patient refused to have her eyes operated upon and consulted 
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the optometrist, Turville. His examination revealed 14/A of left hyper- 
tropia which he corrected with the following prescription. 

O.D. —0.25 D.Sph. ~ —0.25 D.Cyl. axis 145 ~ 2A Base-Down 

O.S. —0.25 D.Sph. ~ —0.75 D.Cyl. axis 20 — 2A Base-Up 

Addition for reading, O.U. +1.75 D. Sph. 

The patient reported, after using this correction for some time, that 
her double vision had been eliminated, and that she experienced complete 
comfort. For the first time in years she could read and sew without cover- 
ing one eye with an eye-patch. 


Case Report No. 86 

Morse-Peckham reports the following in the CLINICAL REPORT 
OF THE OPTOMETRIC RESEARCH INSTITUTE, No. 5, p. 26, 1938. 
Patient, boy, age 8. Suffering from alternating convergent squint. Was 
using the following correction which had been prescribed by an oculist. 

O.D. +3.00 D. Cyl. axis 90. 

O.S. +3.00 D. Cyl. axis 90. 

This correction gave him the following visual acuity: O.D. 50 per 
cent. O.S. 20 per cent. The optometrist, Morse-Peckham, prescribed the 
following corrections for constant wear and in two years the eyes were 
straight, with or without glasses. 

Distance correction: 

O.D. +3.00 D. Cyl. axis 90 ~ 2A Base-In. 

O.S. +3.00 D. Cyl. axis 90 ~ 2A Base-In. 

Reading or Near-Point correction: 

O.D. +2.00 D. Sph. — +3.00 D. Cyl. axis 90 — 2A Base-In. 

O.S. +2.00 D. Sph. > +3.00 D. Cyl. axis 90 — 2A Base-In. 


Case Report No. 87 

Smith reports the following case in the AMERICAN JOURNAL OF 
OPTOMETRY, Vol. 12, No. 8, p. 321. Patient, girl, age 9, suffering from 
a right convergent strabismus. Had consulted an oculist, who had pre- 
scribed the following correction, which had been worn, but the right eye 


continued to turn in. 


O.D. +3.00 D. Sph. — +2.00 D. Cyl. axis 90. 
O.S. +3.00 D. Sph. > +2.00 D. Cyl. axis 180. 


The optometrist, Smith, prescribed several treatment corrections 
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along with orthoptics during a period of two years, following which the 
patient's eyes were straight, and comfort was reported when using the fol- 
lowing correction: 


O.D. +4.50 D. Sph. 
O.S. +4.50 D. Sph. 


Case Report No. 88 


Aronsfeld reports the following case in the OPTICAL JOURNAL AND 
REVIEW OF OPTOMETRY, Vol. LXXVI, No. 5, p. 18. Patient, male, 
age 35. Suffering from headaches and diplopia. In the effort to keep his 
eyes from crossing, he had undergone seven operations on the extra- 
ocular muscles about a year ago. As these did no good, he then consulted 
a second oculist, who gave him a plano correction for the right eye and 
an occluding lens for the left, thus eliminating the possibility of double 
vision. The second oculist told him that this was all he could do for him. 
The optometrist, Aronsfeld, examined the patient and prescribed the 
following correction which enabled the patient to have normal binocular 
vision. Six orthoptic treatments were also prescribed. 

O.D. +0.25 D. Sph. = 8A Base-Down. 

~ 3A Base-In. 

O.S. +0.25 D. Sph. — +0.37 D. Cyl. axis 1807 6A Base-Up. 

~ 3A Base-In. 


Case Report No. 89 


Marton reports the following case in the BRITISH JOURNAL OF 
PHYSIOLOGICAL OPTICS, Vol. 13, No. 1, pp. 21-32. Patient, girl, age 7. 
Suffering from right convergent strabismus. Her oculist had prescribed the 
following correction which did not correct her squint. 

O.D. +5.00 D. Sph. 

O.S. +5.00 D. Sph. 


The optometrist, Marton, prescribed the following correction which 
accompanied by some training resulted in her eyes being straight and the 
establishment of fusion. 

O.D. +6.50 D. Sph. > +1.00 D. Cyl. axis 30. 
O.S. +5.50 D. Sph. > +1.00 D. Cyl. axis 30. 


Case Report No. 90 
Kuttner and Rosenberg report the following case in the YEAR BOOK 
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OF THE NEW YORK STATE OPTOMETRIC ASSOCIATION. 1933, p. 303. 
Patient, male, aphakic in right eye which diverged. Patient using the 
following correction which was prescribed by an oculist, who had told 
him that an operation would have to be performed to straighten the right 
eye. 

O.D. +12.00 D. Sph. 

O.S. +0.50 D. Sph. 


The optometrists, Kuttner and Rosenberg, prescribed temporary 
prismatic treatment corrections and orthoptic treatments, and at the end 
of six months the right eye had resumed its normal position. 


Case Report No. 91 

Henning reports the following case in the OPTOMETRIC WEEKLY, 
August 26, 1937, p. 799. Patient, female, age 9, suffering from divergent 
squint. Had been examined by several oculists, who advised parents to 
do nothing now, but rather wait and have an operation at some later date. 
Patient had a low degree of myopic refractive error which was corrected 
by the optometrist, Henning, who also gave the patient a number of 
orthoptic treatments. The squint was entirely corrected within eighteen 
months. 


Case Report No. 92 

Kimball reports the following case in the AMERICAN JOURNAL OF 
OPTOMETRY. Vol. 8, No. 8, pp. 270-271. Patient, male, age 9. Suf- 
fering from a left convergent squint. Oculists had failed to make any 
headway with the case and had advised an operation. Osteopathic and 
chiropractic treatment had been tried without benefit, and the mother had 
come to the conclusion the case was hopeless. The optometrist, Kimball, 
prescribed innervational training and in five months the eyes were no 
longer crossed and the patient showed a marked improvement in his 


studies. 


Case Report No. 93 

Giles reports the following case in the DIOPTRIC REVIEW, June. 
1938, p. 102. Patient, male, age 28. History of many visits to oculists. 
Patient now wearing a high cylindrical correction, which had been 
checked a number of times. Was most unhappy, and found when cross- 
ing roadways that objects became very blurred and he became dizzy. He 
feared to go outdoors. A physician had hinted at mental trouble and this 
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also disturbed the patient. The optometrist, Giles, examined the case and 
found his negative fusional reserve to be practically non-existant, and 
that he possessed a binocular instability, which resulted in times of di- 
plopia. Orthoptic treatments to build up his amplitude were prescribed 
and his vision returned to normal. 


Case Report No. 94 


Colberg reports the following case in the NORTHWEST JOURNAL OF 
OPTOMETRY, Vol. 1, No. 2, p. 29. Patient, male, age 29, consulted him 
with the request that he do something to straighten his left eye, which 
turned out slightly and had a visual acuity of but 20/200. At the time 
of his first visit, he was using the following correction, which had been 
prescribed by an oculist with the aid of a cycloplegic. 

O.D. —2.00 D. Sph. > +5.00 D. Cyl. axis 100. 

O.S. +2.75 D. Sph. 


The oculist informed him he was merely prescribing a blank lens 
for the left eye as nothing could be done to improve vision in this eye. An 
examination by the optometrist, Colberg, revealed a visual acuity of 
20/50 for the left eye with a +12.50 D. Sph. before that eye. Orthoptic 
treatments were prescribed and binocular vision was re-established. 


Case Report No. 95 


Higley reports the following case in STRABISMUS, 1934, p. 124. 
Patient, boy, age 6. Right convergent squint started at age of three. The 
patient was taken to an oculist for treatment, which was continued for 
two years and three months without improvement. The oculist then in- 
formed the parents that an operation would be necessary. The parents 
then brought the patient to the optometrist, Higley, who prescribed or- 
thoptic treatments which entirely corrected the condition. 


Case Report No. 96 


Morse-Peckham reports the following case in the CLINICAL REPORT 
OF THE OPTOMETRIC RESEARCH INSTITUTE, Vol. 5, p. 48, 1938. 
Patient, boy, age 5 years 7 months. Patient had a left convergent squint 
at the age of 2 years and 6 months. Has been wearing glasses since about 
three years of age. Always fitted under atropine by an oculist. He was 
wearing the following correction which did not relieve the symptoms. 


O.D. +1.00 D. Cyl. axis 90. 
O.S. +4.00 D. Cyl. axis 90. 
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The optometrist, Morse-Peckham, after having the case under ob- 
servation for five months, prescribed the following corrections which 
enabled him to pass stereoscopic tests promptly. His eyes are no longer 
crossed. 

Distance correction: 

O.D. +2.50 D. Sph. = +2.00 D. Cyl. axis 90 = 1A Base-In. 

O.S. +3.50 D. Sph. > +3.25 D. Cyl. axis 90 = 1A Base-In. 

Reading or near-point correction: 

O.D. +3.50 D. Sph. ~ +2.00 D. Cyl. axis 90 — 1A Base-In. 
O.S. +4.50 D. Sph. > +3.25 D. Cyl. axis 90 — 1A Base-In. 


Case Report No. 97 
Smith reports the following case in the AMERICAN JOURNAL OF 
OPTOMETRY, Vol. 12, No. 8, p. 23. Patient, boy, age 12, suffering from 
convergent squint. Had been to an oculist, who had prescribed the fol- 
lowing correction which had failed to correct the crossing of his eyes. 
O.D. +1.50 D. Sph. ~ +0.25 D. Cyl. axis 90. 
O.S. +1.00 D. Sph. ~ +0.37 D. Cyl. axis 90. 
The optometrist, Smith, prescribed the following correction which 
enabled the patient to use both eyes normally. 
O.D. +2.25 D. Sph. > +0.75 D. Cyl. axis 90. 
O.S. +2.25 D. Sph. > +0.50 D. Cyl. axis 90. 


Case Report No. 98 

Hotaling reports the following case in ARCHIVES OF OPTOMETRY, 
Vol. 1, No. 4, p. 223. Patient, boy, age 10. His oculist had operated on 
his eyes performing a tenotomy, and had also prescribed the following 
correction, but in spite of both the operation and the glasses, the patient’s 
left eye continued to turn out. 

O.D. +3.00 D. Sph. 

O.S. +3.00 D. Sph. 

The optometrist, Hotaling, prescribed orthoptic treatments and the 
following correction which enabled the patient to have comfortable 
binocular vision. | 

O.D. +6.00 D. Sph. 

O.S. +8.00 D. Sph. 


Case Report No. 99 
Aronsfeld reports the following case in the REFRACTIONIST, Vol. 
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18, No. 265, p. 152. Patient, male, age 4, suffering from a partial left 
convergent squint. Patient had been examined by an oculist several months 
before, who had prescribed the following correction. 


O.D. +2.00 D. Sph. 
O.S. +2.00 D. Sph. 


The optometrist, Aronsfeld, examined the patient and found some 
24 of esophoria and a considerable amount of hyperopia. He gave the 
patient the following correction which, when used, enabled the patient 
to have binocular vision. 

O.D. +4.50 D. Sph. 

O.S. +4.50 D. Sph. 


Case Report No. 100 


Morse-Peckham reports the following case in the CLINICAL REPORT 
OF THE OPTOMETRIC RESEARCH INSTITUTE, No. 5, p. 22, 1938. 
Patient, girl, age 3%. A case of alternating squint, the left eye turning 
in. An oculist had prescribed the following correction for her which did 
not seem to improve the condition. 


O.D. +0.50 D. Sph. 

O.S. +0.50 D. Sph. 

With the aid of temporary bifocals and training with a ruby filter 
the optometrist, Morse-Peckham, was able to get orthophoria and nor- 
mal vision with the following correction. 

O.D. +1.50 D. Sph. ~ 1A Base-In. 

O.S. +1.50 D. Sph. = 1A Base-In. 


Summary 


A number of cases of strabismus have been presented. These cases 
had originally consulted oculists, who had failed to relieve the condition. 
The patients then consulted optometrists. The treatment techniques pre- 
scribed by these optometrists corrected the neuro-muscular defect and 
returned the eyes to as near normal binocular vision as was possible. 


A review of these cases indicates that the treatment of strabismus is 
a difficult matter, requiring special training and skill usually not found 
among those oculists who have received their training in ocular work at 
a several months’ short course dealing with eye, ear, nose and throat work. 


These cases also indicate that strabismus can be successfully cor- 
rected by means of optometric procedures and orthoptic treatment tech- 
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niques. They also indicate that many oculists fail to attempt these special 
therapies either because of a lack of knowledge as to their application or 
to an inability to properly diagnose the cases which can be benefitted by 


means of these techniques. 


The cases also indicate that many oculists ignore the treatment pos- 
sibilities of strabismus in order that surgical interference may be sug- 
gested. In one sense, this is perhaps natural as most physicians enjoy sur- 
gery. In this type of case, however, it is to be regretted that this is so, 
inasmuch as many of these cases of strabismus can be corrected without 
resorting to the inconvenience and expense of having the patient operated 
upon. Furthermore, the treatment of concomitant strabismus is, in the 
writer's judgment, more apt to prove successful than the surgical inter- 
ference. For this reason, he advises surgery only as a last resort for these 
strabismic cases. 

Orthoptic treatment and correction of strabismus is a work closely 
allied with ocular examinations and refractions. The cases reviewed in 
this report indicate that optometrists, with their fine background of train- 
ing received in their colleges and ‘university courses, are well able, because 
of this training, to successfully prescribe the necessary orthoptic tech- 


‘niques which will relieve the condition and correct the strabismus. 
CAREL C. KOCH. 


PROCEDURE AND INSTRUMENTATION 
By Guy L. DuPlessis 


A department wherein discussions will be carried on relative to the value 
of various experimental and clinical techniques as employed by practicing 
optometrists, and also in which the instruments used by optometrists in vari- 
work, will be subjected to some critical evaluation. 


ous phases of their 


DISTORTED OPTOMETRIC THINKING 


One of the most unfortunate results of the popularity of optom- 
etric ‘‘isms’’ is that they, at times, lead to distorted thinking. It has been 
said repeatedly on every hand that these “‘isms’’ should at least be cred- 
ited with one accomplishment, namely: that they lead optometrists to 
think. If thinking of any kind is a benefit, then distorted thinking is a 


benefit. This is doubtful. 
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Distorted thinking by sheer numbers can give rise to semi-acceptance 
of erroneous theories based on false assumptions. And, too, distorted 
thinking is not amenable to reason. It does not follow the rules of logic. 
In distorted thinking, the theory is first built, then it is rationalized by 
theoretical acrobatics. 


The orderly process of scientific investigation is ignored, and what 
at best can be described as an intuitive theory is cited as an accomplished 
fact. Certain educational programs in optometry, because of their policy 
of frequently and blandly ignoring the labors of many sound investiga- 
tors and technical workers in the ocular field, thus become fertile stimulus 
to distorted thought. 


The dialectic intricacies of certain systems of refraction are a fur- 
ther encouragement to purely imaginary theories not wholly substanti- 
ated by impartial observation. 


Among the many gems of distorted thinking which seem prevalent 
at the moment, the following,' presented by a leading cultist, is illumi- 
nating. I here quote some outstanding paragraphs: 


“A 2.00 D. myope when looking at a distance is using two 
diopters of accommodation, as the posture of his focus mechanism 
ts fixed to accommodate for rays of light coming from a distance 
of 20”. It is said that if we are to overcome divergent rays of light. 
we must accommodate to do so. If this is so, which it is, then it 
would not make any difference whether the individual was wear- 
ing his correction or not for distance; he is still using 2.00 D. of 
accommodation. Let me explain further: if the posture of his focus 
mechanism is set for 20” and he looks at infinity, vision is blurred. 
Upon application of the —2.00 D. lenses, rays of light become more 
divergent, bringing the focus upon the retina. The only thing that 
has changed is the light. The posture has not changed. it is the same. 
If the posture has not changed and was originally set to focus 
divergent light entering the eye with a 2.00 value, then it must still 
be the same and the application of the —2.00 D. lenses has not 
affected the mechanism. He is still using 2.00 D. of accommodation 
with or without his lenses for distance vision.” 


I deem it unnecessary to point to the fallacy of this reasoning. In 


1Taken from an article dealing with myopia and its optometric correction. 
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fact, there seems little reason involved. In this case the false premise is: 
“A 2.00 D. myope when looking at a distance is using two diopters of 
accommodation . . . " The present trend among certain graduate stu- 
dents is to deny that there are errors of refraction and that all so-called 
errors are postural defects. Myopia is thus identified as an accommodative 
posture in excess of convergence. No reference is made to high myopia or 
to presbyopia. The same author states: 


‘There are really only two causes for myopia: One, by an 
over-stimulation resulting from a lower level of fatigue tolerance in 
the autonomically supplied focus reflex than the somatically sup- 
plied triangulation reflex. The other is just the opposite—an over- 
stimulation resulting from a lowered level of fatigue tolerance in 
the somatic system causing a reflex stimulation toward the focus 
reflex which cannot be blocked out in the brain, thus resulting in 
an over focus or myopia.”’ 


Shades of Cant! The writer of this dialectic orgy is one of our 
better trained optometrists. However, this sort of distorted thinking is 
fairly common among some of our cultists and shows, in the writer's 
judgment, a definite deficiency in certain specialized training methods. 
Unless the habit of orderly thought and investigation is inculcated in our 
specialized graduate courses, optometry is apt to degenerate into a pro- 
fession of ‘‘isms.’’ Logic, etymology, the technique of scientific investiga- 
tion should be the major part of every training program. The future re- 
sponsibility for much distorted optometric thinking seems to rest with 
these groups. 


THE ACCOMMODATION LAG COMPUTER 


This device of the Bausch and Lomb Optical Company is essentially 
a circular slide rule. It is designed to determine quickly and accurately the 
lag of accommodation from the proportion: 


Lag: Accommodation :: Exophoria: Convergence. 


The scales are designed so that the net lag may be secured from: 
1. Dissociated cross cylinder test. 

2. Binocular cross cylinder test. 

3. Dynamic Retinoscopic test. 


At the same time, it takes into consideration pupillary distance and 


84 


ORGANIZATION AND JURISPRUDENCE 


the relative association of convergence and accommodation by the above 
methods. With the device is supplied a brochure entitled ‘“The Lag of 
Accommodation and Its Significance in the Analysis of Visual Problems.”’ 


This brochure contains an introduction by Scott Sterling and a dis- 
cussion of the subject by Ernest Petry. The last chapter is devoted to the 
technique of use of the computer as invented by Henry Schlueter. 


I feel that at the present time, the computer and especially the bro- 
chure represents an extremely valuable contribution to optometry by the 
Bausch and Lomb Optical Company. The brochure, if thoroughly 
studied, will clear the minds of many optometrists, who have become 
confused by tenuous teachings of certain educators. 


The computer provides a quick and accurate determination of lag 
allowances, and thereby determination of final prescription. I should de- 
scribe the construction of the rule in greater detail, but will refrain, and 
instead urge every optometrist to secure this lag computer and to study 
closely the accompanying brochure. The value of this device is belied by 
its cost. 


It is free for the asking. 


ORGANIZATION AND JURISPRUDENCE 
by Clarence W. Morris 


A department in which some of the organization problems of Optometry will be dis- 
cussed and in which certain of the legal aspects of refractive work will be reviewed. 


THE A. O. A. AND A PUBLIC RELATIONS PROGRAM 
FOR OPTOMETRY 


The year 1940 may be an eventful year for optometry. Many prob- 
lems and specific questions will require consideration. Perhaps, the first 
problem will be created by the urgent demand of the American Optom- 
etric Association for $50,000 to be used for its National Affairs Com- 
mittee and the Public Health Bureau. It is understood that this is a 
Demand and no negative answer will be accepted. The question has been 
raised as to what attitude should be taken by those who desire the adop- 
tion of a national program of public relations? Should a proposal to 
make a drive for $50,000 for Public Relations, in addition to the pres- 
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ent A. O. A. demand for $50,000, be approved? Should a drive for 
$100,000 for these three separate projects be recommended? 


This problem is complicated by many factors and is therefore dif- 
ficult to answer. Before one can arrive at a logical solution to this ques- 
tion, one should consider this problem from two different points of view. 
First, what ‘s the policy of the A. O. A. with respect to Public Rela- 
tions? Does this policy explain satisfactorily the events in the chrono- 
logical record of the struggle for optometric public relations? Second, 
we must evaluate the results to date obtained by the application of this 
policy. Have A. O. A. programs proved a success or a failure? The latter 
will not receive full consideration in this paper. Perhaps we shall deal 
with that later. This paper will confine itself to a consideration of what 
seems to be the basic idea upon which A. O. A. policies are formed. We 
shall also make an effort to verify our conception of basic A. O. A. 
philosophy or policy by a consideration of the history of the struggle 
for a vigorous public relations program for optometry. 


In the November, 1939, issue of the JOURNAL OF THE A. O. A. 
we find, perhaps, the best statement of the policy of the American Op- 
tometric Association. The title of the editorial is, ““Back It With Facts— 
Not Propaganda.”’ The statements in this editorial are based upon facts, 
but in the opinion of the writer the thes's of the article is not sound 
because it represents a statement of only a half-truth. A half-truth is 
more elusive and deceptive than a gross misrepresentation of a fact. 


Let us examine this editorial and see what thought it contains. 
First we note the phrase, ‘Back It With Facts.’ This refers to Resolu- 
tion No. 4 at Los Angeles (JOURNAL OF THE A. O. A., August, 1939, 
page 37). This resolution confirmed the action of the Trustees in estab- 
lishing a sub-committee of the National Affairs Committee as the Public 
Health Bureau. The activities of this committee are outlined as follows: 
“which subdivision shall continue the work of gathering validated sta- 
tistics, and data to conduct survey and investigations and to become ex- 
pert ‘n matters of eye care and its relation to public health, and to aid 
the individual states in all technical work relating to public health.” 
Thus, we find that this Bureau has two functions, first, [nvestigation, 
to gather what is described as validated statistics, and second, Supervision 
or Consultation, to aid the states in investigation and in public health 
activities. 


Now let us consider the phrase, ‘“‘Not Propaganda.’’ What is propa- 
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ganda? Propaganda is public relations; however, there is this difference. 
When we speak of public relations in connection with a cause of which 
we approve, we use the term ‘“‘public relations.’’ But, when we speak of 
a cause of which we do not approve, then we usually designate such 
public relations activity as “‘propaganda.”’ 


Now let us put these two ideas together and what have we? The 
thesis of this editorial is that all that optometry needs is to make in- 
vestigations to establish the truth about optometry and to engage in 
public health work. The theory of this A. O. A. editorial is that the 
salvation of optometry does not require public relations or ‘““‘propaganda’”’ 
to build up good will for optometry but only the presenting of these 
“validated stat‘stics’’ to the public. Facts, if presented as such to the 
public, would hardly be appreciated. These facts must be interpreted 
and put into such readable form that the public can understand them. 
If these facts cannot be made effective in influencing the attitudes, opin- 
ions and decisions of the public in respect to optometry, what value 
have they? 


‘Validated statistics,’’ facts and data are in themselves drab and 
uninteresting. If we are going to present these ‘‘facts’’ to a professional 
group, for example, such as the teachers in the public schools, these facts 
must be presented with an interpretation or point of view that is com- 
mon to the experience of the teacher. The presentation must be colored 
with the emotional reactions of the class to which the material is pre- 
sented. Likewise, it is apparent that a group of school mothers will view 
these facts from a point of view of the welfare of their children. Conse- 
quently, if we wish to get the attention of the mothers of schoo! chil- 
dren we will have to adapt our presentation and medium to the maternal 
point of view. 


The art of knowing how to take drab, uninteresting “‘validated 
statistics’ and make them become alive, interesting and full of meaning 
is the work of the public relations counselor. The dental, osteopathic 
and medical professions are reported as having well organized public 
relations departments. It is said that the osteopathic profession annually 
spends $50,000 on public relations. If this is true, perhaps it accounts 
for the fact that where the osteopathic association has achieved con- 
spicuous success in getting its health message across, the optometric asso- 
ciation has not. Likewise, it is alleged that the osteopathic association 
has had some success in Washington. The answer seems obvious. Optom- 
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etry, apparently, is the only one of the professions which does not 
employ a public relations counselor to interpret or present its ‘‘validated 
statistics’’ to the public. This A. O. A. editorial takes what might have 
been assumed to be a matter of negligence and definitely establishes it 
as a basic policy of the American Optometric Association. 


The need of the optometric profession to present its case to the 
public through the medium of public relations was clearly stated by 
Resolution No. 12 at Richmond. This resolution mandated the A. O. A., 
“that it also be prepared to build up the good will and good public 
opinion, for optometry, and that any and all steps necessary to accom- 
plish these purposes be taken by the Board of Trustees.’’ No effective 
effort has ever been made to promote public relations. 


Following the Richmond convention, the Committee on Public Re- 
lations was completed by the appointment of two men. One of these 
optometrists immediately resigned. Then the committee remained un- 
organized and unable to function for about nine months. When, after 
considerable prodding, a fifth member and chairman was appointed, the 
committee had about six weeks time in which to work. The fact that 
the Board of Trustees was busy with other matters is recognized. The 
fact that other matters were pressing for attention is neither a satisfac- 
tory excuse nor acceptable explanation for permitting this committee to 
stand unorganized and uncompleted so long that the time factor made 
it impossible to do more than make a start in developing the activities 
imposed upon it by the delegates at Richmond. If the committee had 
been completed when it should have been completed, with members 
sympathetic with the purposes of the committee, it could have taken care 
of the matter of public relations while the Board of Trustees was en- 
gaged in other matters. 


The records seem to indicate that at least two of the original 
members appointed to this committee were not exactly in favor of public 
relations. One of the optometrists who resigned, led the attack on Resolu- 
tion No. 3 (JOURNAL OF THE A. O. A., August, 1939, page 29) at 
Los Angeles and he moved the previous question which curtailed debate 
on public relations. In the morning session also, the delegates were pro- 
hibited from any debate and limited to questions for information only. 
One would think from the account in the JOURNAL OF THE A. O. A. that 
the delegates enjoyed freedom to discuss public relations upon the floor. 
But such was not the case. 
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The longest speech recorded in the JOURNAL OF THE A. O. A. 
(August, 1939, page 31) is by an optometrist from Ohio. He was a 
member of the Committee on Public Relations. He was also chairman 
of the Committee on Resolutions. In this latter official capacity, he dis- 
cussed the question of public relations. It would seem difficult to describe 
his speech as favorable to a vigorous public relations program for 
optometry. 


Next let us consider the actual report submitted by Dr. R. R. Van 
Kirk, Chairman of the Committee on Public Relations. Resolution No. 
3 was naturally accepted by the delegates as a correct representation of 
the recommendations of the report of the Chairman of the Committee 
on Public Relations. But such was not the case. The original report on 
Public Relations called for an annual budget of only $50,000. We 
quote the report (JOURNAL OF THE A. O. A., October, 1939, page 85), 
“It appears that in a profession numbering some 18,000 members, a 
protective investment of $50,000 per year is a reasonable and conserva- 
tive proposal. The conservatism of this proposal becomes impressively 
apparent when a breakdown shows that it represents an average invest- 
ment of less than $3.00 per practitioner per year.’’ When this is esti- 
mated upon the basis of the number of optometrists who will probably 
support the movement, the annual amount per practitioner will be about 
$10.00. 


On the same page, we find ‘“‘Recommendations for Immediate Ac- 
tion.’’ We quote item No. 4, ‘“This Bureau shall receive an immediate 
appropriation of $10,000 to defray the cost of the survey and fund- 
raising activities.’’ The report estimates the actual cost of a preliminary 
survey to be not less than $5,000 and perhaps as much as $7,500, but 
for the purposes of submitting recommendations for immediate action it 
was estimated at a maximum of $8,000. This leaves a sum of $2,000 
for fund-raising activities. There was positively no request, either direct 
or implied, for funds to establish a permanent office or to purchase fur- 
niture or equipment, according to the information available to the writer. 


If the reader will now turn to the August issue of the JOURNAL 
OF THE A. O. A., page 29, he will find the Resolution No. 3 which 
purported to set before the delegates the recommendation of the Chair- 
man of the Public Relations Committee. We quote part of this resolu- 
tion: 


“WHEREAS, one of these recommendations requests the authoriza- 
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tion of the Board of Trustees to allocate a fund of $2,000 to the Bureau 
for the purpose of creating and operating a fund by subscription to sub- 
stantiate financially the procedure of the Bureau, and 


“WHEREAS, a further immediate appropriation of $10,000 to 
defray the cost of survey and fund-raising activities is requested, and 


“WHEREAS, a study of this report by the Board of Trustees 
indicates that a proper and substantial program as outlined and delin- 
eated in this report might incur the expenditure of the sum of $150,000 
for the first year.” 


There are two points upon which the report of the Chairman of 
the Public Relations Committee differs materially from the Resolution 
No. 3 drafted by the Resolutions Committee upon the advice of the 
Board of Trustees. This first point of difference is that the report of 
the Chairman of the Public Relations Committee recommended an 
annual budget of only $50,000, whereas the Board of Trustees took 
the responsibility of writing in $150,000 instead of $50,000 in Resolu- 
tion No. 3. The writer knows that the chairman of the Public Rela- 
tions Committee consulted with Mr. Bernays, who is without contra- 
diction the greatest authority on public relations in the United States. 
His advice is constantly sought by governmental and industrial leaders. 
Any report made in collaboration with an authority like that should 
command respect in its own right. But the Board of Trustees insist that 
the annual cost ‘‘may be’’ $150,000 instead of $50,000. In the brief 
period for questions, $150,000 was accepted as the official estimate. It 
is a matter of regret that the Board of Trustees has not favored us with 
their authority or their reasons for making such a change. 


The second point of difference is due to the fact that the Resolu- 
tions Committee raised the request for an immediate appropriation of 
$10,000 for preliminary survey and fund-raising activity by the addi- 
tion of another item of $2,000. In reference to this additional $2,000 
request, the delegates were informed by the gentleman from New York 
(JOURNAL OF THE A. O. A., August, 1939, page 30), ““That $2,000 
was requested in order to set up a new office for the Department of 
Public Relations. It would be in the nature of advance rent and office 
furniture, files, equipment and such, and figures up to the sum of 
$2,000.’ This surprising statement comes from the legal counselor for 
the A. O. A. No such request can be found in the report of the Chair- 
man of the Public Relations Committee (JOURNAL OF THE A. O. A., 
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October, 1939). Furthermore, the Chairman of the Public Relations’ 
Committee repudiates the allegation that he made any such request for 
funds to equip a permanent office. Furthermore, he has no knowledge of 
any statement or action which would incite such a request for funds. 
How such a sensational discrepancy could creep into the discussion of the 
recommendations of this report is very strange, indeed. 


The reader may think that, perhaps, after all, $2,000 is not a 
big item between friends particularly when it is Association money. 
The significance of this extra ‘tem of $2,000 for the alleged office furni- 
ture and the raising of the $50,000 annual budget up to $150,000 in- 
volves more than the amount of the money concerned. The significance 
lies in the reaction these changes provoked on the part of the delegates. 
The effect of the introduction of the $2,000 item for office equipment 
made the average delegate intensely ‘ndignant with what was thought 
to be positively an unreasonable and extravagant demand. For example. 
one delegate remarked during the recess, ‘‘We just fitted out an office for 
Dicus. $2,000 for equipping an office for Van Kirk is too much money.’” 
Upon the receipt of this ‘‘mis-information,”’ the writer wrote a letter 
of protest to the Chairman of the Resolutions Committee, in which he 
said, ‘“The fund of $2,000 was discussed as an appropriation to estab- 
lish a permanent office. The expense of establishing a permanent office was 
viewed as out of place until the program had sold itself and its merits 
to the membership.” 


This extra $2,000 ‘tem injected into the alleged report stirred the 
indignation of the delegates against the report of the Committee on 
Public Relations for presumptuous extravagance. The ra‘sing of the an- 
nual budget from $50,000 to $150,000 took the report out of the 
realm of the possible and made it appear as impossible. That $50,000 
is a reasonable figure is proven by the fact that the A. O. A. is now 
asking for $50,000 for the National Affairs Committee and the Public 
Health Bureau. 


In order to complete the picture of what happened at the Los 
Angeles Congress of the A. O. A., it is now necessary that we return 
to the consideration of the Committee on Public Relations. The organ- 
ization of this committee was not completed until about six weeks or 
two months prior to the Los Angeles convention. It was the desire of 
the committee that some report be made at Los Angeles. There was 
barely sufficient time remaining to make a satisfactory investigation. The 
chairman of the committee advised his various members that if a report 
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were to be submitted to the A. O. A. Congress at Los Angeles it would 
be impossible to submit the details of this report to the committee for 
their collaboration before the meeting itself. They were, however, advised 
as to the general character of the report the chairman proposed to sub- 
mit. Therefore, this report reached the floor of the convention with what 
might be called the tacit approval of every member of the committee but 
without their having had an opportunity for a detailed examination of 
the actual report itself. 


The report was read once on the floor of the convention. By the 
time the report was up for voting, no one could remember the exact 
terms of the original report from just one reading on a previous occa- 
sion. The opportunity to read the original report, apparently, was not 
available to the delegates or to some members of the Committee on Public 
Relations. Therefore, when the report came up for consideration, some 
committee members did not know the exact terms of the report of their 
own committee. All they knew about it was the representation put on 
it by the Resolutions Committee and the verbal statements made by 
other officers. There is no apparent reason why some members of the Public 
Relations Committee should not have been incensed and opposed to the 
terms of what they thought was the original recommendations of the 
chairman of their committee. As a consequence, a member of the Public 
Relations Committee, not having had free access to the original report, 
was maneuvered into apparent opposition to the report of the chair- 
man of his own committee. He was not aware of the fact that the 
points to which he objected were not in the report submitted by his 
chairman. The delegates were not aware that these seemingly objectional 
features were apparently introduced into the committee report by the Reso- 
lutions Committee in apparent collaboration with the Board of Trustees. 
The evident disagreement of some members of this committee with what 
they thought was the report of the chairman of their committee, was the 
final coup de grace administered to the cause of public relations. The dele- 
gates were completely disgusted with what they thought were the recom- 
mendations of the chairman of the Committee on Public Relations. 


The administration caused Resolution No. 3 to be considered along 
with Resolution No. 4. Resolution No. 4 (JOURNAL OF THE A. O. A.., 
August, 1939, page 37) provided for the creation of the Bureau of 
Public Health. Resolutions No. 3 and No. 4 were presented to the dele- 
gates as an ‘‘either or’’ proposition. The best statement of this we find 
by an optometrist from Connecticut (JOURNAL OF THE A. O. A., 
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August, 1939, page 32) who said, ‘‘May I just bring to the attention 
of the delegates what I consider the salient points of those resolutions? 
Resolution No. 3, as I understand it, calls for an immediate expendi- 
ture of $12,000 (Committee recommendations only $10,000) and the 
possible future expenditure of $150,000 (Committee recommendations 
only $50,000) and sets up a public relations program. The adoption 
of Resolution No. 4 would mean the expenditure of $15,000 en toto, 
and a public relations program through a public health program.” 


The writer wishes to call attention to a point upon which the 
optometrist from Connecticut may be in error. This Bureau of Public 
Health had been functioning for a time. I understand there was an im- 
pressive exhibition of charts and materials from this bureau at the con- 
vention. Obviously, this Bureau had incurred expenses prior to Los 
Angeles. How were these expenses paid? It is safe to assume that the 
expenses came out of the special funds collected from optometrists in the 
early part of 1939. If the reader will consult the budget on page 42 
(JOURNAL OF THE A. O. A., August, 1939), he will find no $15,000 
item for this Bureau. In fact, the largest item on the budget is $5,000 
for the Legal Department. In other words, the $15,000 for this Bureau 
of Public Health was not a regular budget item and must therefore have 
been taken out of the funds collected by the Board of Trustees by special 
subscription. 


Therefore, the presentation of Resolution No. 4 and all the dis- 
cussion about finances seems now to have been just a little entertain- 
ment to amuse the delegates. In approving Resolution No. 4, no appro- 
priation of $15,000 was involved from the regular budget. Such a vote 
was apparently only a confirmation of action already taken and of funds 
already allocated by the Board of Trustees from sources outside of the 
regular budget. In the discussion of the problem of the alleged $12,000 
versus the $15,000 of Resolution No. 4, the delegates naturally would 
think that these items were to come out of the regular A. O. A. budget. 
The delegates, it appears, did not know that the funds for Resolution 
No. 4 apparently came out of funds outside of regular budget income. In 
fact, it is probable that if the truth were known these same funds were 
adequate to meet the demand of both Resolutions No. 4 and No. 3 and still 
have a comfortable balance left, without ever touching the regular A. O. A. 
budget. 


Now let us attempt to sum up this entire discussion. What is the 
attitude of the A. O. A. toward public relations? What is the official 
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theory upon which A. O. A. policies are based? The conclusion of the 
wiiter has been formulated after careful consideration. The A. O. A. 
conception of the essential requirements for adequate development of 
optometric interests will be obtained (1), by merely accumulating data 
or ‘‘validated statistics’ and (2), public relations (propaganda) is not 
an essential requirement for optometric security. 


We believe we are not presumptuous in assuming that any editorial 
written by the Secretary of the A. O. A. and making its appearance in 
the JOURNAL OF THE AMERICAN OPTOMETRIC ASSOCIATION may be 
accepted as the expression of the official opinion of this association. The 
writer has arrived at the conclusion that the attitude of the A. O. A. 
toward the problem of public relations can best be described with two 
words, ‘“Yes—But.’’ The situation is comparable to that of Jacob, who 
was promised Rachel for a wife if he would but serve Laban seven years. 
At the end of the seven years, we find a splendid biblical example of the 
“Yes —But’’ technique. Yes, Jacob could have Rachel, But for his seven 
years work he must first take Leah, then after another seven years work 
he might have Rachel. In 1938, we could have a public relations pro- 
gram but, we must first do something else. In 1939, we could have pub- 
lic relations but we must then develop a Washington Bureau. The latter 
still has a long way to go to achieve success. In 1940, we find—we can 
now have public relations, But we must first purchase $50,000 worth 
of a special brand of public relations known as “‘Public Health.”’ 


The idea that we do not need a public relations counselor to interpret 
and present our ‘“‘validated statistics’ to the public is fallacious. 
That is the most dangerous and malicious doctrine in optometry today. 
The viciousness of this statement of policy lies in the fact that it is a 
“half truth.’ What is said is true, but without the other half the first 
portion becomes harmful to us all. To find a statement of policy like 
this in the JOURNAL OF THE AMERICAN OPTOMETRIC ASSOCIATION 
is a profound surprise. 


The history of the movement for public relations since the advent 
of the present regime has been, apparently, one of dilatory tactics and 
obstruction. The situation is comparable to the plight of Ethiopia, de- 
scribed by Pierre Van Paassen in his book, ““Days Of Our Years.’’ Van 
Paassen says that Haile Selassie trusted his foreign military advisors. As 
a consequence, his troops fought pitched battles instead of guerrilla war- 
fare and were soon defeated. The poor benighted Danakil warriors, who 
did not have the benefit of foreign military advice, fought in their accus- 
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tomed style and in their ignorance they inflicted more damage upon the 
invader than did the troops of Haile Selassie. 


The writer has personal knowledge of instances wherein ‘“‘foreign”’ 
advisors obtained the ear of certain optometric leaders. Such advice as 
was given and received, seemed calculated only to serve interests other 
than those of optometry. Optometric leaders are not immune to the 
same snare that brought quick destruction to the land that Haile Selassie 
loved so well. I strongly suspect that if the ‘“Yes—But’”’ idea is care- 
fully examined the trademark of interests foreign to professional optom- 
etry will be found thereon. 


If the report of the Committee on Public Relations had been placed 
before the convention in the form in which it was originally written 
and submitted, the writer ventures to assume it would have been adopted 
by the delegates. In conclusion, we refer back to the original question 
as to what attitude one might take with reference to the proposed 
$100,000 drive for Public Relations, Public Health and National Af- 
fairs Committees. The writer does not feel that a complete answer to 
this proposition can be made without a study of the nature of the work 
done by the Public Health and National Affairs Committees. Also we 
should know what results they have achieved. However, it does seem 
conservative to advance this conclusion. It is unwise to entrust large 
sums of money to any organization when the objectives for which the 
money is to be expended are neither satisfactory nor clearly defined. 


ABSTRACTS 


THE OPTICAL BASIS OF AMETROPIA. E. Tron. The Refrac- 
tionist. Vol. 23, No. 400, p. 389. 


According to Tron, who examined 243 eyes with refraction vary- 
ing between +10.00 and —25.00 D., the refraction of the cornea and 
lens and of the entire eye agreed well with the normal or binomial curve 
of variation. But the length of ocular axis did not agree well with the 
binomial curve until all cases of myopia greater than —6.0 D. were 
excluded. Emmetropia could occur upon the basis of a very different 
combination of the optical elements of the eye. Among sixty emmetropic 
eyes, the refraction of the eye varied between 52.59 and 64.21 D., and 
the length of axis between 22.42 and 27.30 mm. Upon the basis of vari- 
ability of refraction and of length of axis, ametropia could be divided 
into four groups: (1) axial ametropia, in which the refraction lay 
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within the limits of variation of emmetropia and the axis-length outside 
of these limits; (2) refraction ametropia, in which the length of axis 
was within the limits of variation of emmetropia and the refraction 
outside of these limits; (3) ametropia of mixed origin, in which both 
optical elements lay outside of their normal limits of variation; (4) 
combination ametropia, in which both optical elements were within the 
normal limits. Of 215 ametropic eyes, varying in refraction between 
+10.00 and —25.00 D. axial ametropia was present in only 30.2 per 
cent. Thus variation in axis-length cannot be considered as the essential 
cause of ametropia. In 62.7 per cent of the author's cases the ametropia 
was due to a combination of factors. Of sixty-two cases of myopia up 
to 6.0 D., only 9.7 per cent were cases strictly axial myopia. 
T. O. B. 


* * * *” * 


BOOK NOTICES 


THE OPTICIANS DISPENSING MANUAL Third Edition. Ed- 
ward T. Hartinger. Published by the author, New York City. 
Cloth. $3.50. 1939. 


‘This treatise has been evoked largely by innumerable ill fitted 
eye glasses and spectacles on people who come under our observation 
daily in our shops, on the sidewalks, in the subways and everywhere.” 


This book is written for opticians by an optician, but the first 
paragraph of its introduction as quoted above applies also to those glasses 
dispensed by optometrists as well as opticians. Optometrists who do 
their own dispensing should therefore be interested in a volume of this 
kind. The subjects covered are: general counter procedure, the fitting ot 
oxfords and spectacles, adjusting lenses, their neutralization and vertex 
refraction, transposition, prisms, bifocals and their prismatic effects. 
Particular emphasis is given to “‘Ultex’’ bifocals said to have been 
invented by the author in 1904. Considerable space is devoted to plier- 
ing. unfortunately that chapter refers mainly to the older styles of 
mountings. 


Many optometrists will find the book useful, but will consider it 
incomplete. For instance anisometropia and compensation of the result- 
ing prism is mentioned, but the various methods of compensating such 
as slabbing off are not gone into. This book, however, is one that should 
be read by optometrists and especially the recent graduate who intends 
to do his own dispensing. 


G. L. DuP. 
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ADVERTISEMENTS 


MANUFACTURING OPTICIANS 


Painstaking attention given to all details of your optical prescription 
by skilled technicians using only materials of recognized merit. 


N. B. BENSON OPTICAL CO., INC. 


Established 1913 
Main Office: Minneapolis, Minnesota 


- - BRANCHES - - 
ABERDEEN EAU CLAIRE RAPID CITY 
BISMARCK LA CROSSE STEVENS POINT DULUTH 
WAUSAU ALBERT LEA WINONA 


The 
Dioptric Review 


THE TRANSACTIONS OF THE BRITISH OPTICAL ASSOCIATION 


A quarterly review of optometry, containing original papers 
and critical reviews dealing with refraction, orthoptics, 
ophthalmic apparatus, the history of optics, and allied subjects. 


Case reports, book reviews, correspondence, abstracts. 


Now in its forty-second year of publication. 


Annual Subscription, $5.00 


Published by 
THE BRITISH OPTICAL ASSOCIATION 
65 Brook Street 
Mayfair 
London, W. 1. 
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KEYSTONE EQUIPMENT 
is 
GOOD EQUIPMENT 


For any type of Orthoptic Training 


For Office Use 
The Telebinocular 


The 
Tel-Eye-Trainer 


With TeleRotor Control 


For Home Prescription 


Every optometrist should regularly use 
the widely quoted monograph. 


An Investigation as to the Need 
for Drops or Cycloplegics 
in Eye Examinations 


in both the refracting and reception 
rooms. Answers all questions dealing with 
the subject cf ‘‘drops”’ 


or Office Use * . 
e Indispensable in an optometric office. 
, The No. 40 Correct EYE scope New, Handsome, 
= Hardwood, Natural Finish. 

The ES (Eye Skill) Series for the Stereoscope just 
Released. The best of the old: much more that is 
new. Great Variety and Interest. 

The Old Eye Comfort Favorites, Alpha, Gamma and 
Delta - - Base Out - - and Beta and Epsilon - - Base 
In, still retain their popularity. 


; Write for futher information to: 
“a KEYSTONE VIEW COMPANY, Meadville, Penn. 


Stereophthalmic Division 
Specializing in Orthoptic Training and Analysis Materials 


3 paper covered copies (36 pages and 
cover) mailed prepaid for $1.00. 


Send orders to the 


American Journal of Optometry 
Foshay Tower -- Minneapolis, Minnesota 


SPECIAL OFFER 
WHILE THEY LAST..... 


The few remaining volumes of an original edition limited to 200 Optometric 
Books. | 


VOL. V. TRANSACTIONS OF THE ACADEMY 


225 pages. Illustrated. Bound in Cloth. 1931. 


OO Per 


Copy: 


Field Testing by Wolff; Physiology of Vision by Morse-Peckham; Practical 
Refractive Notes by Hathaway; Contact Lenses by Feinbloom, as well as other 
outstanding optometric writings by Ryer and Hotaling, Kurtz, Padelford, Titus, 
Littlefield, Skeffington and Spitler. 


} 
Volume V contains such original material as Correction of Squint by Oertel: | 
| 


Your last and only chance to include this Academy Year Book in your library. 
Never republished. Each copy numbered. Quantity limited. 


Mail checks for $3.00 tt AMERICAN ACADEMY OF OPTOMETRY 


DR. J. FRED ANDREAE, Secretary 
Lexington Building 
Baltimore, Maryland 


(Books mailed prepaid 
while they last) 
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The Optometric Research Institute 


Announces:— 

The publication of their Institute Bulletins on Practical Op- 
tometry in a new and more attractive form. 

Institute Research Bulletin No. 1—“Some points in the Cor- 
rection of Myopia’”—NOW READY. 

MYOPIA IS ONE of the problems studied at The 

Institute during the past four years. 

NEARLY 1,800 MYOPES, children and adults, have been used 
in clinical experiments. 65 Institute Members went out and ex- 
amined over 14,000 school children to collect data on Myopia. 

WHAT WE LEARNED about Myopia is given in The 

Institute Bulletin No. 1, “Some Points in the Correction 

of Myopia.” 

JUST PLAIN FACTS; not a bit of impractical theory. The dif- 
ferent types of Myopes; when to give full minus corrections and 
when to undercorrect; when to use bifocals and when not to use 
them; when to use and when not to use prisms; incipient Myopia 
and methods for holding it in check; accommodative insufficiency, 
how to recognize it and what to do about it; true and false hyper- 
phoria with myopia; the apparent myope who is really hyper- 
metropic; pseudo-amblyopia with myopia; and other vexing prob- 
lems of myopia. Plenty of illustrative case records of myopes who 
were studied from 2 to 4 years. 

AN INTRODUCTORY SUPPLEMENT: “Concerning 

Reflexes,” simplifies and makes more understandable 

the physiological reasons for using prisms and bifocals. 


Order your copy of Bulletin and Supplement today. 


THE OPTOMETRIC RESEARCH INSTITUTE 
2111 Woodward Ave., Detroit, Mich. 
I want Institute Bulletin No. 1, Myopia. 


(A) Enclosed $1.00 (cash) (check) (money order) (stamps) 
(If stamps are sent, send only lc, 2c, or 3c) 


ag PS 

= (B) Mail C.OD. for $1.25 (extra $.25 to cover C.O.D. mailing costs 
OS including M.O. fee & C.O.D. fee) 


(Mail parcels cannot be shipped to Canada C.O.D.) 
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& you know, patients have read and heard 


from time to time about inferior-quality 


lenses. Can you blame them for wondering if 
they are getting the best quality, regardless 
of the price they pay? 


| Eliminate all doubt in your patients’ minds 
; by telling them that you use only Shuron 
WIDESITE Corrected Curve Lenses. Tell 
them there are no better lenses than WIDE- 


; SITE, and that WIDESITES are finest 
quality only. 


RESULT—a satisfied patient who knows he’s 
wearing the finest lenses obtainable anywhere. 


Quality Beyond Q fe i 
Since 1864 © 


WIDESiTE “A” 
Bifocal 
‘Be 
4 
WIDEsiTE Bi 
ifocal 
WIDESITE “A” T 
rifocal 
on 


